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CONSECUTIVE OR INTERRUPTED HOS- 
PITAL TRATNING FOR PUPIL NURSES. 


By ALFRED WorcESTER, M.D., WALTHAM, MASs. 
s 


Upon this question there is a serious difference 
of opinion. Most training schools in this coun- 
try require at least two vears of consecutive hos- 
pital training, on the ground that thus and only 
thus can the nurse be properly trained for her 
future work. The Waltham Training School for 
Nurses, on the other hand, believes that it is an 
educational advantage to interrupt the hospital 
training of its pupils by a few months of train- 
ing in home nursing. 


the community. That is still its ideal. It has 
never believed that hospita] nursing is more than 
one of the community’s needs or that hospital 
training alone best fits a nurse for nursing pa- 


tients in their own homes. 


almost alone in this country in so believing, and | 


in shaping its curriculum accordingly, it is only 
proper to explain its reasons for not conforming 
to the generally accepted standards of the nurs- 
ing profession. This becomes more important in 
view of the present and threatened extension of 
the ostracism of Waltham graduates, on this 
ground alone, from State and National Associa- 
tions of Nurses, and so from many kinds of 
public service. 


For many years it was the only school in this 
country to train its pupils in district visiting 
Finally the best of the hospital-owned 
schools coneluded that such training might be 
considered a proper part of a nurse’s education, 
though previously they had stoutly maintained 
the absurdity that a purely hospital training was 
all-sufficient for subsequent visiting nursing 
In the same way most of the schools 
now maintain the equal absurdity that hospital 


nursing. 


service, 


But. as this school stands | taining properly prepares nurses for private 


family nursing. The schools that have begun t« 
recognize this as-a mistake think they are ob- 
viating it when they give their pupils some 
service in the private wards where they may 
have the experience of individual nursing. No 
doubt this is a step forward; but such service 
no more fits a nurse for private family nursing 


than it fits her for visiting nursing. 


Nursing is an art that can be learned only by 
practice, and it is therefore evident that in order 


The Waltham School, now in its thirty-fifth | to become first rate all round nurses pupils 
year, was begun with the purpose of educating | should have service, under their teachers, not 
young women to serve all the nursing needs of | only in caring for patients of all ages in all kinds 
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of helplessness but also in all their vary- 
ing environments. Maternity service does not 
fit a nurse for contagious service. Medical nurs- 
ing is different from surgical. So, too, the nurs- 
ing service needed in a modern palace where al! 
possible materials are at hand is different from 
that needed in the ordinary home. And nursing 
in hospital wards, where trained assistance is 
available, is very different from that needed 
where the anxious members of the family, if not 
taught how to help, will surely hinder. Even 
admitting, what is very questionable, that an ex- 
clusively hospital training perfectly fits a nurse 
for hospital service, it certainly is true that 
nursing in the patient’s own home wonderfully 
develops the pupil nurse’s character. It broad- 
ens her sympathies and forces’ her to use ail 
that she has been taught. She thus becomes 
more tactful, more resourceful, more useful. 
Indisputable as this is, it is not generally ad- 
mitted by the so-called leaders of American nurs- 
ing. They no longer openly object to an insist- 
ence upon the importance of private nursing as 
a part of the pupil nurse’s training but they do 
object to its interrupting the course of hos- 
pital training. Thus, in the case of Waltham, 
they do not deny that the nurses are well trained, 
even in their hospital service, but they ostracize 
the graduates, in order, as they freely admit, to 
force the school to change its curriculum so that 
the two years of hospital training shall be con- 
secutive. Although the Waltham pupils have 
one full year of hospital service, immediately 
after their preparatory course of four months, 
(a eourse, by the way, now partially 
copied by other schools which formerly 
derided it as not being a_ proper part 
of the pupils’ institutional training), and 
although later they have a_ second full 
year of hospital service, these two years do not 
count in their favor: their training in that 
branch of nursing has been interrupted, and so 
their school is condemned and they with it. 
This condemnation is no light matter. For 
because of it the graduates from Waltham are 
debarred from membership in State and Na- 
tional organizations and from registering as 
trained nurses in some of the States. Even 
where these privileges have been allowed, and 
where previously they could enter special 
post-graduate educational courses as well as the 
public service, they are now informed that these 
privileges and opportunities have been or will 


l 
| be taken away, unless the Waltham school con- 
forms to the fetich of consecutive mstead of in- 


lyears ago, the Waltham nurses were accepted 


terrupted hospital training. For imstance, two 


for enrollment in the American Red Cross. But 
now they are informed that their acceptance was 
only a war measure and that the National Com- 
mittee in charge of the department of nursing 
may prefer to reconsider the decision to admit 
them. The assistant director of the department, 
Clara D. Noyes, can see no injustice to the Wal- 
tham gradutes in refusing to recognize them as 
fit for Red Cross enrollment, because to recog- 
nize them ‘‘would only encourage the Waltham 
school to continue its undesirable method of 
preparing nurses.’’ And she further states that 
the question of their eligibility hinges only 
upon their hospital training not being consecu- 
tive. 

For many vears the Waltham graduates have 
been members of the Massachusetts State 
Nurses’ Association, which they were from the 
first invited and urged to join. Some of them 
have been elected as officers. Now, the secre- 
tary, Miss M. E. P. Davis, informs those who 
apply that ‘ 
eligible for membership.”’ 

Is this American fair play or is it an imita- 
tion of Prussian Kultur? Is it likely that the 
Legislature of Massachusetts will grant to such 
an association the enlarged supervisory power 
that it seeks? 

-The five hundred Waltham — graduates 
either.are or are not well trained nurses. Their 
fitness for enrollment in the Red Cross, for 
State registration, for publie service, or for 
membership in nursing associations, surely ean 
be neither determined nor changed by the 
future course of the Waltham School. 

Even allowing that fitness for practising nurs- 
ing, or any other profession, can be determined 
not by any examinations of the candidates but 
only by the character of the schools that gave 
them diplomas, no subsequent change in their 
schools ean affect the question. What if a 
school, that has previously conformed to the ar- 
bitrary standards of these nurse-leaders, should 
in future dare to follow Waltham’s lead in this 
method of training (as Waltham’s lead in other 
respects has already been followed by many of 


‘your training school (sie!) is not 


the more advanced schools), would the previous 
graduates of such a school then have to be 
thrown overboard ? 
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Returning to the subject of the interruption 
of the pupil nurse’s hospital training, which the 
Waltham school believes to be one of the ex- 
cellences of its method, what right or reason 
have the graduates of schools that give only 
hospital training, and so of course give it con- 
secutively, to use their official positions to force 
the Waltham School to surrender this or any 
other of its ideals? 

Would schools of law, of medicine, or of the- 
ology submit to dictation as to where in their 
curricula any particular branches of their pro- 
fessions should be taught, or as to the consecu- 
tiveness of such courses? 

The eritics of the Waltham School, as has 
already been pointed out, do not openly object 
to the instruction given in home nursing, al- 
though it is perfectly plain that they do not 
recognize its importance. They are willing 
it should be given after the hospital training, 
but not intermediately. Let us consider their 
objections. Here they are: 

1. No pupil nurse should be sent to outside 
service until fully trained. If this objection is 
in the pupil’s interest, it will be sustained by 
those who /bclieve that only those who ean 
swim should go near the water. If it be in 
the interest of the families where pupil 
nurses would be employed, the answer is that 
after more than ja third of a (entury the 
Waltham School cannot begin to meet the de- 
mands of neighboring families and their physi- 
cians for this kind of service. 

2. Such employment of pupil nurses is in 
unfair competition with graduate nurses. This 
low objection is one of the worst features of 
tradesunionism applied to a profession. Any 
foree that it might have would be local and 
would be felt most by the Waltham Graduate 
Nurses’ Association. Its members, on the con- 
trary, favor it, for they appreciate what the 
experience and the acquaintance with families 
meant to them when they were pupils. 

3. The earnings of pupil nurses helong to 
them and not to the proprietors of their schools. 
This objection is a veritable boomerang for tlie 
hospital owned schools, which often have been 
started and are generally maintained primarily 
for their pecuniary benefit. and only secondar- 
ily for the education of their pupil nurses. 
True, they partly atone for this injustice 
by meagre money allowances to their nurses 
‘‘for necessary expenses.’’ This also serves to 





keep them in a sort of servant status, which 
some hospital superintendents maintain is very 
desirable. In the Waltham School, on the 
other hand, every dollar of the pupil nurses’ 
earnings, whether in hospital or private family 
service, has always been used for the support 
of the School. But, besides these pupils’ earn- 
ings and the income from the endowment, the 
School has always had to depend upon annua! 
donations for its maintenance. During the 
last year $5,000 was asked for, and $10,000 was 
immediately raised by popular subscription. 
Evidently the community whose nursing needs 
are served by the School does not side with 
those who know little about it. 

4. Many less worthy training schools claim 
to be followers of Waltham methods and so en- 
titled to whatever privileges are allowed to 
Waltham graduates. Doubtless it would be 
easier for the powers-that-be with one fell 
swoop to ostracize such schools by refusing to 
recognize the Waltham School as entitled to 
simple justice. But must Waltham lower its 
standards and render its course less effective, 
merely to save these ladies from their present 
embarrassment? Had Waltham heeded their 
past criticisms, its preparatory and visiting 
nursing courses would have been sacrificed. 

5. The last, and in reality the only objection 
entitled to serious consideration is that nol 
having consecutive hospital training is an edu- 
cational disadvantage. If the sole aim of 
schools of nursing is to educate their pupil 
nurses for future hospital service, and again 
waiving the question if, to this end, training 
in no other branch of nursing is an advantage, 
this contention of the exclusively hospital 
trained leaders of nursing must be admitted. 
But this is not the aim of the Waltham School. 
It aims rather to train its pupils for all kinds 
of future nursing services, and it recognizes 
the fact that nine-tenths of the nursing service 
needed is outside of hospitals. 

Is it not probable that a school with such 
aims, and under the sole control of a faeulty 
of graduate nurse teachers, is able to decide 
what is the best place in its eurrieulum for 
the training in home nursing? In deciding as 
they have, several of these teachers have had 
direct advice from really great teachers of 
nursing, among them, Florence Nightingale, 
who particularly urged the Waltham School to 
emphasize the training of pupil nurses in home 
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| 
nursing in just this way—by giving it before | ors? 
This, | 


the completion of their hospital training. 
in her opinion, was the only way to offset the 


AND 


unfortunate drift of modern nursing towards | 


an exaggerated institutional 
The Waltham School has proved by long ex- 


perience the wisdom of this advice. It 


professionalism. 


has | 


found that after a full year of hospital train- | 


ing some of the pupil nurses are tired out and 
discouraged, while others are enamored of hos- 
pital life or of their associates. They need 
first a good vacation and then an entire change 
of service. They need an enlarged vision of 
life and a realization of the fact that not the 
' individual but the family is the real human 
unit. They need to learn that hospital ways 
are not the only ways of caring for patients 
and that there are many other kinds of he!p- 
The 
Waltham Scheol has found further that pupil 
nurses before they have finished their hospi- 
tal service are far more teachable in home 
nursing than they are afterwards, when they 
are too apt to think they know it all. More- 
over, aS during their second year in the hospi- 


lessness ‘than such as hospitals admit. 


tals the pupil nurses serve as head nurses, and 
so as the immediate teachers of their juniors, 
the School prefers to have this as their last 
or finishing course. The breaking up of intense 
friendships and antipathies, by a few months 
of separation from their hospital associates, 
and the avoidance of placing some as head 
nurses over their own classmates, have been 
found to be of no small advantage. 

It is not claimed that the hospitals prefer 
such an interrupted curriculum. On the con- 
trary, they dislike it. Naturally, it would be 
easier for them if, in the interest of the pupil 
nurses, no changes whatever had to be made 
in their assignments to different services. 

All systems of education and methods of 
training must be judged by their fruits. The 
Waltham School is perfectly willing to be so 
judged. Are the graduates of this school, or 
are they not, good nurses? Have they failed 
or have they succeeded as private family nurses, 
as district visiting nurses, as public health and 
industrial nurses, as teachers and superintend- 
ents of nurses, and as hospital matrons and 
superintendents? Are they. in short, the kind 
of nurses wanted by the medical profession and 
by the people? Are any other graduates more 
in demand? Have any others won higher hon- 
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The Waltham School believes that every 
one of these questions can be answered only in 


its favor. 


Original Articles 
THE TREATMENT OF EARLY AND 
DOUBTFUL CASES OF CANCER.* 


By Rosert B. GREENOUGH, M.D., Boston. 


Mr. President, Members of the New Hamp- 
shire Medical Society, Ladies and Gentle- 
men: 

I THANK you most heartily for the invitation 
to address this meeting of your Society on some 
of the aspects of the cancer problem. Cancer 
is, at present, one of the diseases which arouses 
the interest and activities of the medical pro- 
fession. not only because of the increasing fre- 


quency of the disease but, also, because we 
recognize that the measures heretofore em- 


ployed for its relief have been sadly inefficient, 
and year by year a greater number of our 
adult population, many of them in the period 


‘of life when their services are of the greatest 


to the disease. 
of every indi- 


value to the community, suecumb 
When we think that the chances 
vidual over thirty-five years of age dying of 
eancer are fully as great as the risk of death 
in every patient sick from typhoid fever we 
begin to appreciate the significance of the dis- 
ease. 

During the past ten or fifteen years much 
time, energy, and money has been spent in lab- 
oratories and hospitals in the investigation of 
the cause of cancer. As a result of these investi- 
gations many unsettled questions have been 
brought to a satisfactory solution, but the main 
and important fact in regard to the disease— 
its eause—is still as much a mystery as it has 
ever been. 

We are living at present in an era of pub- 
licity, and the cancer problem has already been 
exploited before the public to such an extent 
that in some communities, at least, the laity are 
better informed in regard to the disease than in 
the past. Some misapprehensions in regard to 
eancer have been corrected, and the early sus- 
picious symptoms of cancer have been published 
so widely that it is believed that the patient 


*Read at the annual meeting ef the New Hampshire Medical 
Society, Concord, 


N. H., May 14, 1919. 
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comes to the physician for advice more prompt- 
ly than was customary fifteen years ago. This 
is, undoubtedly, a step in advance. but more 
remains to be done along this line. The state 
health boards and national societies, like the 
American Society for the Control of Cancer, 
are doing what they can to popularize this in- 
formation, but the work must be fostered and 
continued if it is to reach to any considerable 
proportions in the saving of human life. 
Especially must our medical men; those who are 
on the front line of the warfare against disease 
—the family physician—obtain a more accurate 
and broader view of the cancer problem, for it 
is only through their assistance that the in- 
creased education of the laity can be made ef- 
fective. To this end the Society for the Con- 
trol of Caneer has recently prepared a pam- 


phlet for cireulation among physicians, giving 


in a concise form a summary of our present 
knowledge of cancer as it appears in the dif- 
ferent regions of the body. We call the dis- 
ease ‘‘eancer’’ as if it were one definite dis- 
ease, like malaria or typhoid fever, but its 
manifestations in different organs are quite as 
different in their characteristic symptoms as the 
infection of tuberculosis is different from that 
of anthrax or diphtheria. 
organ or situation tumors of different degrees 
of virulence occur, such that one form may be 
highly malignant and rapidly fatal whereas 


another is of such slow progress that as a dan- | 
These dif- 


ger to life it is almost insignificant. 
ferent types of disease must be clearly distin- 
ruished. . 

At the present time the only satisfactory 
method of treatment of cancer is its removal by 
a surgical operation. This is the united opin- 
ion of the medical world. There are exceptions 
to this as to all rules, and certain methods of 
treatment, such as radium, x-ray, or caustic, 
may reasonably be substituted for operation in 
the treatment of cancer of superficial tvpe in 
certain limited situations. The 
however, only go to prove the rule, and the 
reason for that rule is easy to see. The essen- 
tial characteristic of cancer is that it is a dis- 
ease which shows a tendency to extend from its 
point of origin to other regions of the body. 
This extension may take place by direct local 


exceptions, 


ties, or by being scattered through the open 
cavities of the body. It is this characteristic 
of cancer rather than its appearance under the 
microscope that determines, finally, its degree 
of malignancy. Some forms of cancer are so 
slow in their local growth, and show so little 
disposition to remote metastases, that to all in- 
tents and purposes they are no more significant 
than would be a benign tumor, while in other 
cases a minute primary focus of the disease 





| 
Even in the same, 


may show such rapid extension to surrounding 
structures and form so rapidly remote metas- 
| tases that the duration of life of the unfortunate 
individual may be limited to a month or two, at 
‘most. The moment at which extension begins 
‘from the primary focus of disease is quite un- 
known to us, but we do know that in certain 
situations this extension occurs more rapidly 
than in others. Cancer of the tongue is, for 
instanee, earlier in producing metastases in the 
lymph nodes of the neck than is cancer of the 
lip, and superficial lesions of the skin of the 
face may exist for years without extension be- 
yond the limits of the local growth. The first 
planting of cells in the metastases, however, is 
‘of course, of only microscopic size, and it is 
only after those cells have had a considerable 
period of growth in the new situation that they 
produce changes capable of being appreciated 
by the most delicate methods of clinieal exam- 
ination. During this period of growth, how- 
ever, other microscopic nests of cells are given 
the opportunity to extend over a still wider 
circle and to more distant regions, as the wid- 
‘ening circles of wavelets spread out from a 
splash in the middle of a_ pond. 

It is because of these well reeognized and 
fundamental features of the growth of cancer 
that the operative treatment is, at present, our 
only certain method of protection against the 
disease. By the operative removal of the 
original tumor, together with the tissues which 
we recognize by experience in each situation 
to be the ones liable to the earliest metastatic 
rrowth, and by keeping so far outside of the 
malignant or suspicious tissue that we are cer- 
tain that onr field of operation is in normal 
tissue, we can remove the whole of the disease 
and cure the patient, and only by such com- 


| 
| Plete removal of the disease can the danger of 











infiltration, by growth along the lymphatics to | recurrence be avoided. When this is done, how- 
the adjacent lymph nodes, by embolic dissemin- | ever, cancer can be removed from the body just 
ation through the blood stream or the lympha-| as effectively as a benign tumor. It is-only a 
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matter of the extent of the operation, Other 
methods of destruction of the tumor, as by 
cautery or by radiation, can sometimes be made 
effective for the superficial primary manifes- 
tations of the disease. The experience of the 
last few years, however, has tanght us that 
metastatic deposits of cancer, especially squa- 
mous-celled or glandular carcinoma, involving 
the lymph nodes and deeper tissues of the body, 
are not amenable to destruction by radium or 
x-ray. So generally is this recognized that the 
removal of the regional lymph nodes by opera- 
tion must be practiced even in those situations 
where, for one reason or another, the destrue- 
tion of the original superficial lesion by radium 
or x-ray is attempted. 

As a result of an enormous amount of study 
of the different forms of cancer, operations for 
the radical cure of the disease in different sit- 
uations have been elaborated, and _ virtually 
standardized. By this I mean that the path- 
ology. the degree and extent of local extension 
by infiltration, and the probability. location, 
and extent of glandular or more remote meta- 
stasis, have been studied out for cancer in all 
of its more common situations. 
this study we find that, as a rule, the tissues 
must be removed en bloc in order that the en- 
tire process—the primary lesion and the region- 
al extensions—-may be circumscribed without 
cutting into any suspicious tissues and thus 
running the risk of contamination of the wound. 
Whether the operation is done in Maine or Cali- 
fornia, the tissues removed in each individual 
region are practically the same. Different meth- 
ods of approach, of course, exist, according to 
the faney or experience of the individual oper- 
ator, but the operation for cancer of the lip, or 
tongue, or breast, is practically standardized 
for cases which can be recognized as cancer, and 
which are not already beyond the possibilities 
of cure by radical operation. It is not neces- 
sary here to go more fully into the technique 
of these standardized operations for cancer in 
different organs, but we must make use of the 
fact that operations for recognized cancer have 
been standardized in the discussion of the ap- 
propriate procedure in dealing with early and 
suspected eases where a positive diagnosis can- 
not always be established. The fact should be 
emphasized, also, that the standardization of 
these operations has resulted from the accumu- 
lated experience of surgeons and pathologists 


As a result of | 








throughout the world, which has determined 
very definitely the anatomical areas which are 
to be suspected of involvement by extension 
from the original focus of the disease for each 
situation and for each type of malignant tumor 
which may occur. It is with due regard to 
these facts that we must base our conduct in 
the early and doubtful cases in order that we 
may be consistent, and, especially, in order that 
we may preserve to the individual patient his 
best chance for the radical cure of his disease. 

It is a trite but essentially truthful statement 
that the definite and recognizable ‘‘text-book’’ 
symptoms of cancer are those of cancer which 
The accumu- 
lated experience of years has shown us that the 


is no longer in its early stages. 


more positive the clinical diagnosis the more 
advanced the disease, and the less the proba- 
bility of cure by operation, and too often the 
policy of waiting for symptoms which will per- 


|mit a positive diagnosis results in depriving the 


patient of her only chance of eure of the dis- 
ease. Delay in this respect is fatal. and, yet, the 
situation that confronts us all in dealing with 
early and doubtful or suspicious eases is one 
to tax our resources to the utmost. If we are 
to make material advance upon our present most 
unsatisfactory results, the waiting method must 
be abandoned, and safer methods made avail- 
able. This at once brings up for consideration 
the exploratory The exploratory 
operation, however, has in it great possibilities 
of danger when considered from the point of 
view of the standard radical operation. When 
we are dealing with those forms of cancer which 
involve serious operative risk and grave mutila- 
tion if radical cure is to be attempted, as in 
eases of cancer of the tongue and jaw, or cancer 
of the uterus, the indications for that serious 
operation require, both for the sake of the pa- 
tient and for the sake of the surgeon, a diagno- 
sis better substantiated than merely the sus- 
picion of the disease. In these cases, therefore, 
the aid of the pathologist must be obtained. In 
order to obtain this positive diagnosis, however, 
we must be extremely careful to avoid, in any 
operative procedure we may undertake, going 
eounter to the fundamental principles of radi- 
eal operation, namely: to remove en bloc the 
whole of the disease, and to protect the patient 


operation. 


from local implantation of the disease. 
The removal of a fragment of tissue for ex- 
amination by the pathologist is commonly spok- 
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en of as biopsy. If a fragment could be re- 
moved without opening up fresh tissue to the 
immediate spread of the disease, a biopsy would 
be, of course, the most certain and satisfactory 
method of procuring a positive diagnosis. When 
we are dealing with lesions on the surface of 
the body, and especially those which have al- 
ready undergone ulceration, and are, therefore, 
surrounded by more or less of a barrier of in- 
flammatory tissue, this procedure may, perhaps, 
be justified. When we are dealing with deep 
tumors, however, as in eases of cancer of the 
breast, cutting into a tumor for the removal 
of a fragment for diagnosis, and closing the 
wound to wait perhaps for a _ period of 
seven to ten days for the report of the patholo- 
gist, virtually destroys the patient’s chance 
that the disease may ultimately be eradicated. 
In my own experience, where this has been done 
in cases of cancer of the breast, I have never 
seen a subsequent operation for the radical cure 
of the disease result successfully, and in the ex- 
perience of many other surgeons this method 
has been followed by almost as uniformly bad 
results. 

The question, therefore, comes as to how we 
can obtain the pathological specimen that we 
want for diagnosis without running the risk of 
spreading the disease. I believe that our safest 
method is the employment of the cautery to ex- 
cise a fragment of tissue suspected of malig- 


nancy. We thus seal up at once the lymph 


spaces and blood vessels, and protect the patient | necessary it should be performed in such a way 


from the artificial spread of the disease. The 


fragment thus ebtained ean be examined im-' 


mediately for frozen section diagnosis and fur- 
ther procedure can be based upon the patholo- 
gist’s report. If the disease is malignant the 
radical operation is performed at onee: if the 
disease is non-malignant the cauterized tissues 
ean be cleanly excised with the knife, and the 
wound closed exactly as if the cautery had never 
been employed... In my opinion the cautery 
knife is the safest method of removing tissue for 
examination, and one that I believe should be 
much more widely employed. No cutting into 
cancer tissue with either knife or cautery, how- 
ever, is to be advised if the diagnosis can possi- 
bly be established, by the climcal symptoms, be- 
yond reasonatlé doubt. 

When it comes to the early diagnosis of ac- 
tual cancer the disease must be considered in 
each of its locations, and the differential diag- 








nosis of the disease in that situation must be 
carefully worked out. The various non-malig- 
nant lesions which may resemble cancer in one 
situation, as the lip, differ materially from the 
lesions which may be mistaken for cancer in 
some other situation, as the uterus or the breast. 
In each situation, however, cases are bound to 
arise in which the best efforts of the physician 
fail to establish a positive diagnosis. How is 
this difficulty to be surmounted? There is no 
single or universal answer to this question, be- 
cause of the protean character of cancer in its 
different situations. For each organ or situa- 
tion a method of procedure must be evolved 
which shall safeguard the patient’s possibility 
of cure of the disease while permitting.a posi- 
tive diagnosis, and, if necessary, the appropriate 
radical operation. Two years ago, when the 
subject of exploratory operations in cancer was 
under general discussion, I published a report 
upon this subject* based upon the replies re- 
eeived from one hundred and thirty-four physi- 
cians and surgeons, members of the American 
Surgical Association, the Clineal Surgical So- 
ciety, the American Gynaecological Association, 
and the American Association for Cancer Re- 
search. There was some diversity of opinicn, 
and some surgeons were frankly and positively 
opposed to the exploratory incision into can- 
cer tissue under any circumstances. The ma- 
jority view, however, was that exploratory oper- 
ation was occasionally necessary, and that when 


as to endanger as little as possible the patient’s 
As a result 
of this expression of opinion the appropriate 
procedure for each situation was determined, 


chance of subsequent radical cure. 


and since that time many of us have attempted 
to follow closely the suggestions thereby laid 
down. After two years’ trial of these sugges- 
tions it is my belief that the procedure may be 
There three 
groups of cases of cancer, in each of which a 
different method of procedure appears to be 
appropriate when the positive diagnosis of can- 
cer cannot be established by clinical symptoms 
These groups are as follows: 


somewhat simplified. are main 


alone. 


Group 1. Small superficial ulcerated lesions’ 
of the skin and marginal mucous membranes. 
In such eases the clean excision of the whole 
lesion by a wide margin, immediate frozen sec- 


* “The Handling of Early and Doubtful Cases of Cancer,” by 
R B. Greenough, M.D. Annals of Surgery, October, 1917. 
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tion diagnosis, and the immediate completion of 
the radical operation if cancer is present, is the 
method to be pursued. 

A man of fifty-six presents himself with an 
indurated shallow ulceration, one-quarter inch 
in diameter, on the margin of the tongue, of six 
weeks duration. He gives a history of syphilis. 
There is a jagged tooth projecting from the 
lower jaw opposite to this ulceration. There 
is slight enlargement of a lymph node in tke 
submaxillary region of the affected side. In 
such a case the differential diagnosis demands 
that we consider syphilis, tuberculosis, simple 
ulcer, and carcinoma. 
to be negative. There is no evidence of tuber- 
culosis elsewhere in the body. What procedure 
shall we recommend in such a case? Syphilis, 
even if shown to be present. does not rule out 
the possibility of cancer, for syphilis is a fre- 
quent background for the development of ecan- 
cer in the mouth. We cannot wait with safety 
for the so-called ‘‘therapeutic’’ test. The ab- 
sence of tuberculosis elsewhere and the rela- 
tively slight glandular involvement make 
tuberculosis an extremely improbable diagnosis. 
The presence of the jagged tooth may account 
for the beginning of the ulceration, but we have 
learned to dread the development of malignant 
disease in such an ulceration. and the delay 
would be unsafe if we relied upon a diagnosis 
of a benign lesion and waited for it to heal after 
removal of the jagged tooth. 
tongue exists it is in a relatively early stage. 
I have no hesitation, therefore, in advising that 
this situation should be met by the operative 
removal, through the mouth, of the affected por- 
tion of the tongue. A margin of about three- 
quarters of an inch about the induration should 
be taken out, and the defect of the tongue closed 
by drawing the remaining surfaces together. 
This tissue can then be subjected to immediate 
pathological examination by frozen section, a 
positive. diagnosis established, and the radical 
operation, if shown to be necessary, performed 
at one sitting. The two-stage operation is com- 
monly advised by some surgeons in cases of 
cancer of the tongue and mouth, on account of 
the serious danger of infection of the medias- 
tinum in the one-stage operation. 


A Wassermann is found 


If caneer of the 


In general, 
however, the complete radical operation should 
If the 
diagnosis proves not to be eaneer but syphilis, 
tuberculosis, or simply a chronic ulcer, the radi- 


all be done at one sitting if possible. 


cal removal of the lesion from the tongue is 
altogether justified by the immediate cure of 
the disease and the removal of the danger of 
subsequent malignant change. 

The forms of cancer which fall into Group 1 
are as follows: Early and small doubtful lesions 
|which are suspicious of cancer of the lip, the 
tongue and mouth, the external skin, the vulva 
and vagina, the uterus and the rectum. In all 
of these situations [ believe an exploratory ex- 
cision is permissible in a doubtful case, pro- 
ivided it is done with all the resources for a 
frozen section diagnosis available, and with the 
understanding that the radical operation is to 
be completed at once if the pathological report 
confirms the suspicion of cancer. It will be seen 
that dependence is placed upon the fact that the 
early and doubtful case is one with only’ a small 
loeal lesion, and lacking the characteristic symp- 
toms of malignant growth, such as local infiltra- 
tion and fixation, and extension to regional 
lymph nodes. Where the local lesion is larger 
the diagnosis is not, as a rule, uncertain. In 
such cases, however, occasionally doubt will ex- 
ist, and if an exploration is required reliance 
must be placed upon the barrier of inflammatory 
tissue about the ulceration; some of the central 
portion of the ulcer should be removed with 
the actual cautery. The ‘‘growing edge’’ of the 
ulceration, however, should never be cut across, 
lest the rapid dissemination of cancer cells de- 
feat the purpose of the operation. 





Grour 2. Exploratory operation in cases of 
Group 2 is attended by more difficulty and 
greater risk than in Group 1. Group 2 includes 
deeply situated tumors, such as cancer of the 
breast, and many varieties of sarcoma, includ- 
ing sarcoma of bone. It is in these deeply sit- 
uated tumors, especially, that danger of locai 
contamination of the wound by incision into 
suspected tissue exists. In such cases the cau- 
tery is our best resource. An illustrative case 
is as follows. 

Nine months after delivery, and three months 
after weaning the child, a woman of twenty- 
seven presents herself with the following con- 
ditions. The breast is somewhat smaller than 
on the unaffected side: there is a mass in the 
upper outer quadrant, stony hard, adherent to 
the skin, and with dilated blood vessels above it ; 
the nipple is retracted, and there is enlargement 





There is no vain or ten- 
These 


! 
|of the axillary glands. 
| derness in the tumor or in the e@lands. 
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symptoms must be considered extremely sus- 
picious of cancer of the breast. On account of 
the recent history of lactation, the presence of 
milk in the breast on the unaffected side, and 
the youth of the patient, the probability of a 
chronic abscess of the breast was considered 
sufficient to justify an exploratory rather than 
a radical operation. This operation was per- 
formed under ether, as follows: An incision 
with the knife was made through the skin and 
subeutaneous tissues above the tumor, and run- 
ning toward the axilla. The margins of this in- 
cision were held apart, and the breast tissue was 
divided in a line radiating from the nipple, with 
the electric cautery. After traversing a half 
inch of normal breast tissue dense scar tissue 
was encountered, which resembled, closely, car- 
cinoma. A fragment of this tissue was removed 
with the cautery, but immediate frozen section 
diagnosis showed no evidence of malignancy. 
Further exploration with the cautery then 
opened a eavity containing about two drachms 
of thick pus. A diagnosis of chronic abscess was 
thus established, and the possibility of malig- 
nant disease ruled out. The cautery was then 


abandoned; the affected quadrant of the breast, | 


including all of the cauterized tissue and the 
abscess. was excised in a triangular piece, com- 
ing to a point at the nipple. The clean edges of 
this wound in the breast tissue were lightly 
sutured with catgut, a drain was placed beneath 
the breast, and the incision was closed. By this 
means the functional value of the breast for a 
future lactation was preserved, and, yet, if car- 
eer had been disclosed by the exploration the 
radical operation could have been immediately 
done without fear of local contamination of the 
wound. 

When dealing with sarcoma and other deep 
lying tumors which can only be exposed by the 
dissection of several layers of normal tissue 
above the tumor, the use of the cautery, as in 
the case of chronic abscess of the breast, is our 
best protection. Tissue ean be excised and re- 
moved for examination with the cautery with a 
minimum of danger of spread of the disease. 
In any case, however, the completion of the 
operation under one anaesthesia is much to be 
preferred to the delay and danger attending a 
two-stage operation. 


Grover 3. This group of cases includes the 
suspicious tumors of organs in which explora- 


tory incision into the tissue is unnecessary be- 


| cause the operation for cancer and the operation 
for the cure of any of the lesions which may be 
mistaken for cancer is practically the same— 
namely: removal of the whole organ. 

In this class of cases fall cancer of the stom- 
ach and intestine, gall bladder, the kidney, the 
prostate, ovary and testicle... An illustrative 
case is that of a patient of fifty presenting 
symptoms of long standing uleer of the stom- 
ach, X-ray examination shows a constant de- 
feet with loss of mobility at the pylorus, and a 
moderate degree of stasis. An exploratory oper- 
ation reveals a mass the size of a golf ball at 
the pylorus, with dilatation of the stomach. 
There is slight enlargement of the lymph nodes 
in the region of the pylorus but no evidence of 
disease in the liver. The clinical diagnosis be- 
tween cancer and ulcer of the stomach, even at 
operation, is recognized to be extremely diffi- 
eult. The best operative treatment in such a 
case is, undoubtedly, a pylorectomy. By this 
operation the patient stands a chance for radi- 
cal eure of the disease if it is cancer. If not, 
he is cured of his gastrie ulcer and relieved of 
ithe danger of its subsequent malignant change. 
Even tumors of the testicle justify, I think, this 
radical treatment, although we recognize that 
syphilis is one of the conditions with which tes- 
ticular tumors may be confused. . 

During the past ten years the view has been 
gaining ground that chronic irritation is an ele- 
ment of serious importance in the etiology of 
eancer. This has long been recognized in cer- 
tain situations, as, for instanée, when cancer 
finally develops in the margin of a chronic uleer 
of the leg or at the situation of a long stand- 
ing ulceration in the mouth. Of late, however, 
this predisposition of chronically irritated or 
ulcerated surfaces to become malignant has been 
recognized more widely, and a certain number 
of lesions, in themselves essentially benign, are 
spoken of as ‘‘pre-cancerous’’ diseases. In this 
category fall the pigmented moles, keratoses, 
leukoplakia, chronic fissures and ulzeration of 
the marginal mucous membranes, erosions and 
lacerations of the cervix, the involution changes 
of the breast, uterus and prostate, and many be- 
nign tumors. both of epithelial and connective 
tissue origin, which show a disposition to malig- 
To this 
group of diseases real prophylactic treatment 


nant change with advaneing vears. 


against the occurrence of cancer can be applied. 
The removal of these minor lesions, often under 
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local anaesthesia, relieves the patient of the dan- 
ger of malignant change at some future period 
of time. The destruction of these lesions even 
by radium and x-ray, if it is complete, is often 
sufficient to cure the lesion and to remove the 
danger of subsequent malignancy. In general, 
however, operative removal is to be preferred 
to radiation for two reasons: First. the com- 
plete removal or destruction of the diseased tis- 
sue must be accomplished, and this is procured 
with greater certainty by operation than when 
radiation is employed. Anything less than de- 
struction, and anything remotely approaching 
additional irritation is strenuously to be avoided 
lest the tendency to malignant change be has- 
tened by the increased activity of growth, which 


in certain cases appears to follow the incomplete | 


destruction of tissue by radiation. In the see- 
ond place, removal of the suspected area of the 
‘‘pre-cancerous’’ lesion by operation makes pos- 
sible the pathological examination of the tissue 
removed, and thus provides a safeguard in con- 
firming or checking up the correctness of 
the original diagnosis and provides opportunity 
for performing at once the more extensive radi- 
eal operation in case the disease is shown to have 
progressed already from the ‘‘pre-cancerous”’ 
to the eanecer stage. In this connection the in- 
stitution of a free diagnosis service is a measure 
of the greatest usefulness. Such a service has 
now been in operation in Massachusetts for near- 
ly two years, and the specimens coming in at 
present at the rate of one hundred or more a 
a month, serve to indicate how much appre- 
ciated such a service may be even in a communi- 
ty well supplied with hospitals and pathological 
laboratories. It is probable that the local! ex- 
cision of the lesions which are recognized to be 
of ‘‘pre-cancerous’’ significance is one of the 
most effective measures at present available to 
combat the widespread and inereasing incidence 
of cancer. 

To sum up, briefly, the essential points of this 
communication I would state the facts as fol- 
lows: 


1. The radical operation for the cure of can- 
cer must be performed at an earlier stage than 
at present if material improvement in the re- 
sults is to be attained. 

2. The diagnosis of early cases of cancer 
cannot always be made by the typical clinical 


symptoms, and must be, to some extent, depend- 
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ent upon exploratory operation and immediate 
frozen section pathological examination of the 
tissue. 

3. The removal of tissue for pathological 
diagnosis must be done in such a way as not to 
cause local implantation or spread of the dis- 
ease and thus imperil the patient’s chances of 
cure by radical operation. 

4. Operations for the radical cure of cancer 
in different situations have been standardized. 

5. Operations for exploration of suspicious 
|but doubtful cases of caneer in different situa- 
tions may also be standardized. 

6. For this purpose three groups of cases 
may be recognized. 

7. Group 1. Small and early ulcerative 
lesions of the skin and superficial tissues and 
the marginal mucous membranes: Lip, tongue, 
mouth, vulva, vagina, uterus and rectum. Such 
lesions should be excised with a broad margin 
of healthy tissue and subjected at once to frozen 
section examination. If cancer is demonstrated, 
the radical operation should be completed at 
once under the same anaesthesia. In doubtfu! 
lesions, which are large and ulcerated, a frag- 
ment may be removed with the electrie cau- 
tery from the central portion of the lesion, but 
this measure should be employed only when ab- 
solutely necessary. 

8. Group 2. Carcinoma of breast, sareoma 
‘and carcinoma and other non-uleerative malig- 
nant tumors of the deeper tissues. The cau- 
tery should be used in preference to the knife 
for exploration and for excision of tissue for 


immediate pathological examination. The radi- 
cal operation should be performed at once, 1n- 
der the same anaesthesia, if cancer is found to 
be present. Delay in waiting seven to ten davs 
for a pathologist’s report is likely to be fatai 
to the patient’s chances for a radical cure 

9, Group 3. Carcinoma of the stomach, 
colon, gall bladder, kidney, prostate, ovary and 
testicle. In these situations :o exploratory in- 
cision into cancer tissue is necessary or advisa- 
ble. The radical operation will be performed in 
any case. 

10. ‘‘Pre-cancerous’” lesions, not yet show- 
ing evidence of malignancy, should be removed 
by the knife in preference to radiation or the 
cautery, and the tissues should be subjected to 


pathological examination. 
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TORSION OF THE SPERMATIC CORD. 
By Howarp M. CLuTe, M.D., Boston. 


ACUTE and recurring torsion of the spermatic 
cord with resulting infarction or gangrene of 
the testis has not attracted much attention. Al- 
though the condition is of relatively rare oc- 
currence, it is quite possible that if it were more 
often considered in the diagnosis of affections 
of the testis, more cases would find their way 
into the literature. 

Torsion of the cord occurs most frequently 
in young men. Of fifty-three cases in the liter- 
ature, the average age was 19. Seventy-seven 
per cent. were in men of 25 or under, and 47% 
of the total occurred between the ages of 15 and 
25. Taylor? reports a case occurring in a child 
four hours after birth and Nicoladini,* one in 
a man of 62. 

The right testis is affected somewhat more 
frequently than the left. Of fifty-seven cases in 
the literature, thirty-four were of the right and 
twenty-three of the left testis. In thirty of these 
fifty-seven cases, the testis was incompletely 
descended. Of these thirty, however, four were 
entirely intra-abdominal, so that from these fig- 
ures it would appear that torsion in the fully 
descended testis occurs practically as often as 
in the partially descended testis. 

The presence of hernia accompanying the 
twisted testis was mentioned in but four eases, 
in three of which the testis was in the inguinal 
canal. In view of the fact that we now know 
that a hernia accompanies practically all un- 
descended testes, we must conclude that the 
presence of hernia was omitted from the case 
reports of the undescended cases or was over- 
looked in the presence of the more acute lesion, 
torsion. 

The chief predisposing cause for torsion of the 
spermatic cord is a developmental abnormality 
in the attachment of the cord to the epididymis 
and testis. In a normally attached testis the 
common mesentery is formed by the reflec- 
tion of the parietal layer of the tunica 
vaginalis onto the epididymis and_ testis. 
The upper limit of this mesentery is the 
center of the globus major, while the lower limit 
is the lower pole of the testis or the tip of the 
globus minor. In eases of torsion of the cord, 
however, this common mesentery is attached to 
but a small portion of the epididymis, usually 
the globus major; and the remainder of the 





;actly the direction usually followed. 


testis and epididymis lie free in the tunica vagi- 
nalis. The condition has been compared, by 
various writers, to fruit hanging by the stalk. 
Rigby and Howard,® Dowden,'* Seudder,® and 
others report cases of torsion in all of which 
this abnormality of attachment was present. 

An abnormally loose scrotum and a volumin- 
ous tunica vaginalis have also been thought te 
be predisposing factors for torsion of the cord. 

Murray’® believes that torsion of the testis is 
always of congenital origin; that some degree of 
rotation occurs during the passage of the testis 
from kidney to scrotum, which later results in 
thrombosis with any sudden vascular changes in 
the cord. If such were the chief predisposing 
factors, however, it seems probable that torsion 
of the cord would be of far more common occur- 
rence. 

The exciting cause of torsion of the cord is not 
known. In many eases there is a history of the 
performance of some unusual labor shortly be- 
fore the onset; and this has been held by many 
writers to be an important factor. In several 
cases, however, the onset had come while the 
patient was asleep and in others just as he was 
arising. In a few cases there was a history of 
antecedent injury to the testis. No single factor 
appeared to precede the onset in every case or to 
be in any way related to it. 

The pathological findings in a case of torsion 
of the cord will vary with both the duration and 
the completeness of the twist. In any case the 
tissue of the scrotum will be more or less tense 
and edematous. The tunica generally contains a 
small amount of fluid. In an early acute case this 
fluid is straw colored but in older cases of com- 
plete torsion it is blood stained and the color of 
prune juice. The testis and epididymis below the 
twist are of bluish black color, like that of a piece 
of strangulated gut. In none of my cases was there 
any noticeable change of color after the applica- 
tion of hot towels and detorsion. Dowden" re- 
ports cases of partial torsion operated early in 
which this was seen. In each of my cases the 
testis was freely movable in the tunica vaginalis, 
but no abnormal laxity of this sae was observed. 
The twist of the cord is always intratuniecal, be- 
tween its attachment to the testis and the re- 
flection from it of the tunica vaginalis. Taylor’s 
case* is the only exception to this found in the 
literature. Because of the vague terms used in 
describing the torsion, it is difficult to tell ex- 


In my 
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cases, however, the twist was from within, out 
ward and forward, and this is apparently the 
more usual direction. The twist may, however, 
be in either direction’*. The number of turns 
of the cord varies from one-half to five’, the 
Marked 
anemia of the structures of the cord is found at 


former being rather more fre juent. 


the point of the twist. Below the twist. the ves- 


sels are thrombosed and there is total infaretion 





of all the tissues. Howard'* reports that one ot 
his specimens showed no trace of normal tissue | 
but blood 


Above the twist, marked congestion of the ves- 


resembled a clot when sectioned. 


sels is found. Hemorrhage into the tissues of 


the cord may be present. The eongested tissues 
of the cord show a tendency to be in a long 
spiral as they descend, doubtless being dragged 
somewhat by the tunica vaginalis, which would 
tend to twist with its contents. This appearance 
of the cord may give the impression that the 
twist is located in the inguinal canal rather than 
in the tunica. 

In all of my eases, the cord was abnormally 
attached. 
and also the globus minor were free, the cord 


In Case 1, the entire globus major 
being attached only over the body of the epididvy- 
mis for a distance of about 2em. In Case 2 the 
cord was attached over a relatively smaller area 
situated at the globus major. The body of the 
epididymis and the globus minor were free. In 
Case 3, inversion of the testis in addition to an 
of the eord 
The globus major lay at the lower pole of the 


abnormal attachment was found. 


testis. the body of the epididymis in front of 
the testis and the globus minor at the upver pole 
of the testis. The spermatie cord here descended 


TO 


into the tunica vaginalis and was attached 
the globus major and the body of the epididy- 
in the eord 


mis. The vas deferens descended 


and then turned sharply upwards and passed 


i writer’s Gases. 





along the body of the epididymis to the globus 
minor at the upper pole of the testis. 
Clinically, we may recognize two general types 
of torsion cases,—acute complete torsion of the 
The 
Th 


cord and acute partial torsion of the cord. 


3 


latter condition is prone to be reeurrent. 


symptoms of the two types differ only in the! of torsion of the cord rather than hernia. 


degree of their severity and duration. 

In acute complete torsion of the cord, the on- 
set is very sudden with severe pain in the testis. 
This pain often radiates along the inguinal canal 


| 
| 
| 
! 
| 
| 
} 
| 
| 
| 
| 
| 
| 
| 





and may radiate down the thigh or into the pel- 


| testis. 





Vomiting often occurs at the onset, but 
More or less shock and pros- 
tration is present at first. Fever does not occur 
‘arly but one or two degrees may be present 
The testis 
After twelve or 


Vis. 


does not persist. 


later in the course of the condition. 
is tender soon after the onset. 
eighteen hours the scrotum becomes slightly red- 
hot, swollen and very tender on the affected side. 
Edema of the skin was present in two of the 
The epididymis may be palpated 
in front of the testis, especially if the case is 
seen early. In cases seen several days after the | 
mset, the relations of testis and epididymis ean- 
not be defined because of their swelling and the 
presence of some degree of hydrocele. The sper- 
inatic cord in the inguinal canal is neither en- 
larged nor tender save near the point of torsion. 
The prostate and vesicles are negative to rectal 
examination. 

In partial torsion of the cord the symptoms 
but Recurrent 
attacks of pain occur in the testis, followed 
by slight swelling of the serotum. The pain is 


are similar less severe. 


often mild and of a relatively short duration. 
Vomiting and fever are unusual. 

In any case after detorsion, the symptoms dis- 
Untreated, the’ 
pain, tenderness, and swelling persist for many 
in untreated 
Murray’, Attlee™’, Corner", Howard”, 


appear as quickly as they arise. 


days. Reeurreneces are common 
Cases. 
and others report atrophy of the testis ofter one 
or more attacks of torsion. 

The diagnosis of torsion of the spermatie cord 
be difficult. 


didymo-orchitis has a history of preceding ure- 


should not Acute gonorrheal epi- 


ithral discharge, ceasing with the swelling of the 


The systemie reaction is more marked, 
there generally being several degrees of fever 
present. Rectal examination and a urinary ex- 
amination will generally show the presence of 
chronic prostatitis and vesiculitis. 

A strangulated indirect inguinal hernia may 
closely resemble torsion of an undescended tes- 
tis. The absence of the testis from the scrotum 
on the affected side and the history of its pres- 
ence in the canal should suggest the possibility 
Vom- 
iting, obstipation, and distention are not gener- 
ally seen with torsion of the cord. The symp- 
toms of torsion of the cord tend to improve in a 
week or less, while those of strangulation grow 


steadily worse. 
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The prognosis in torsion of the cord is ex- 
cellent. No fatal ease was found in the litera- 
ture. Atrophy of the testis is a very probable 
outcome whatever treatment ® employed. 

The treatment of torsion of the cord depends 
on whether or not the testis is fully descended 
and on the duration of the torsion. 

In any case seen shortly after the onset cf the 
symptoms, detorsion should be attempted. Since 
the usual direction of the twist is from within 
outward and forward, the reverse should first be 
attempted. Inereasing pain demands that an 
attempt toturn the testis in the other di- 
rection be made. Dowden" reports that success- 
ful detorsion is marked by a peculiar shucking 
sensation dnd the immediate relief of the pain 
in the testis. Prag'*, Dowden", Attlee’, 
Williams*’, and others report torsion eases re- 
lieved at once by detorsion. Some patients learn 
to untwist the testis themselves, if occasion 
arises. 

If detorsion cannot be done, an operation is 
necessary. In fully descended testes, an in- 
cision is made in the serotum and the tunica 
vaginalis opened. An attempt is made to un- 
twist the cord and to restore the circulation to 
the testis by the application of hot towels. If | 
the ease is not seen early, this attempt will fail. | 
Orchidectomy should then be performed. 

If the cireulation returns, even in part, Dow- 





den'® recommends the following plastic opera- 
tion which he has used several times success- | 
fully. The entire parietal layer of the tunica | 


If no operative interference is allowed, ex- 
pectant treatment with rest, scrotal support and 
an ice bag is a temporary relief to the patient. 


CASE REPORTS. 


Case 1. From the Fourth Surgical Service, 
Boston City Hospital, by courtesy of Dr. Paul 
Thorndike. 

A healthy man aged 27. Married. One child 
living and well. Admits gonorrhea 7 years ago, 
lasting about 4 months, with no known ecompli- 
eations. No urethral discharge since that time. 

At irregular intervals for some years has had 
attacks of pain in right scrotum lasting a short 
time and then disappearing. Noticed serotum 
was usually slightly swollen for a few days after 
each attack. 

Ten days before admission, while shoveling 
wet sand, was seized with very severe pain in 
right scrotum radiating into inguinal canal and 
down right thigh. No vomiting. Bowels regu- 
lar. No urinary difficulty. No urethra! dis- 
charge. No known fever. On the following day, 
the right side of scrotum was red, swollen, hot, 
and very tender. Was treated with ice bags and 
scrotal support, with some improvement, but 
tenderness and swelling persisted and patient 
was unable to work. 


On admission the general physical ex- 
amination was not remarkable. The right 
scrotum was swollen, red, and hot. The 


skin was edematous. Testis and epididymis 


could not be distinguished but were mark- 


vaginalis is removed. The visceral layer of the|edly larger than on the left. The cord was 
tunica over testis and epididymis is searified. ‘slightly tender and enlarged up to the external 
The testis is sutured to the scrotum with one or! ring. There was no impulse with coughing. The 
two catgut stitehes through the tunica albuginea. | prostate and vesicles were apparently normal to 





It seems feasible in these cases not to remove 
all the parietal layer of the tunica but to leave 
a portion of it posterior to the testis. Suturing 
this as well as the testis to the serotum should 


hold the testis much more firmly. 


No oppor- | 
tunity, however, has yet arisen for this to be 


| 
demanded | 


tried, for all eases here reported 
orchidectomy. 
The best treatment for torsion of an un- 


descended testicle is orekidectomy. If, for any 
reason, this eannot be done, a plastic operation 
returning the testis to the scrotum, if possible. 
and at least fixing it to prevent future twists, is 
indicated. 

In recurrent partial torsions, Dowden’s opera: 
tion described above is indicated. 





‘cord like fruit on stalk. 


rectal examination. The urine was negative. 
There was no fever and the pulse was not accel- 
erated. 
Operation. 
Thorndike. 


A 214” incision made along scrotum. 


Dr. H. M. Clute. by courtesy Dr. 


Tissues 
tense and edematous. Tunica opened with es- 
cape of a few drachms of sero-sanguinous fluid. 
Epididymis presented in front. 
didymis of dark purple color. Testis hung from 
A half twist of the cord 
from within outward and forward found just 
inside the tuniea vaginalis. The circulation fail- 
ing to return after detorsion, orchidectomy was 
performed. 
The patient made an uneventful recovery. 


Testis and epi- 
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Case 2. From the Third Surgical Service, 
Boston City Hospital, by courtesy of Dr. E. H. 
Nichols. 

The patient, a healthy boy aged 18. Never sick 
before. Absolutely denies all venereal disease. 
Five days ago, while walking to work in the 
early morning was seized with severe pain in the 
right scrotum, radiating into the inguinal canal. 
On the following day, the right side of the scro- 
tum became red, hot, swollen, and tender. There 
was no known fever. No vomiting. Bowels 
moved daily. The pain was somewhat relieved 
by ice bags but the swelling and tenderness per- 
sisted. 

On admission the general physical examina- 
tion was negative. The right side of the scro- 
tum was swollen, red, hot, and very tender, 
especially at the upper portion. The skin was 
edematous. The testis was swollen to about 
twice the size of the left one and it was thought 
that the epididymis could be palpated in front 
of the testis. There was no urethral discharge. 
The prostate and vesicles were negative. 

A diagnosis of torsion was made and detor. 
sion was attempted without success. 

Dr. E. H. Nichols. 


An incision made from external ring well 
down the scrotum. The tissues were edematous, 
and above the tunica vaginalis the tissue of the 
cord deseended in a long spiral. The tunica was 
opened with the escape of a few drachms of 
dark blood-stained serum. The attachment of 
the cord to the testis was at the globus major 
and was so limited that it was no more than 
5 em. diameter. The testis and epididymis were 
somewhat swollen and of blue black color. There 
was a half twist of the cord, intratunical, from 
within outward and forward, which was un- 
twisted, with no return of circulation. The tes- 
tis was then removed. 

The patient made an uneventful recovery. 


Operation. 


Case 3. From the Fourth Surgical Service, 
Boston City Hospital, by courtesy of Dr. Paul 
Thorndike. 


Patient a healthy young man aged 21 who had 
never been sick before. Denies positively all 
venereal disease. Has had an oceasional balani- 
tis. 

Six days ago, while seuffling with a friend, re- 
ceived a slight blow in the scrotum, which was 


painful for only a few minutes. Five days ago 


| 





| 





| 17 Williams, W. W.: 


noted ‘‘a heavy feeling’’ across back and down 
thighs while standing. Four days ago, while 
pulling on his shoe just after rising, was seized 
with very severe pain in right scrotum that ran 
up into the inguinal canal. After taking some 
milk of magnesia, patient vomited several times. 
The following day he noticed that the right 
side of his scrotum was red, hot, swollen and 
very tender. The pain and tenderness have per- 


sisted. 

On admission the general physical  ex- 
amination was not remarkable. The right 
side of the scrotum was red, hot, tender, 
and swollen to about twice its norma: 
size. The skin was edematous.. A_ small 
degree of hydrocele was present. Testis 


and epididymis could not be differentiated by 


palpation. No urethral discharge. Urine 
negative. Prostate and seminal vesicles nega. 
tive. Temperature 100 degrees F. on admis- 


sion but normal ever since. Pulse normal. 

A diagnosis of probable torsion of the cord 
was made and detorsion attempted with no re- 
sults. 

Operation. Dr. John Duff, by courtesy of Dr. 
Thorndike. 

A 5 em. incision in the serotum. All layers 
were edematous. On opening the tunica, sev- 
eral drachms of dark colored serum escaped. 
The testis and epididymis were blue black in 
color. The cord was attached by a pedicle to the 
globus major, which lay at the lower pole of the 
testis—‘‘inversion’’ of the testis. There were 
214, full turns of the cord inside the tunica just 
above its origin on the testis. The circulation 
failing to return when the cord was untwisted, 
the testis was removed. 


The patient made an uneventful recovery. 
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THE NELATON PROBE.* 


By J. CoLLINS WARREN, M.D., Boston. 


Dr. WARREN called attention to a photograph 
of Nélaton and Garibaldi which formed part 
of a collection recently presented to the So- 
ciety. The photograph in question shows Néla- 
ton at the bedside of Garibaldi at Spezzia on 
October 28, 1862, and it is interesting from 
the that the rise to 
the invention of what has sinee been known, 
as ‘‘Nélaton’s probe,’* an instrument devised 
for discovering the presence of a bullet in a 
wound, and well known te surgery for the last 
half century. 


circumstance visit gave 





GARIBALDI AND NELATON, 


Garibaldi was wounded at Aspromonte on 
29, 1862. 
wounds, he sustained a wound of the right 
ankle bone just in front of what is known as 
the internal malleolus. After a treatment of 
several weeks by the Italian surgeons, who had 
not been able to make up their minds as to the 
proper to followed. Mr. Richard 
Partridge of London, referred to by the Dub- 
lin Press as the ‘‘champion Erglish surgeon,’’ 
at the instance of the :‘Garikaldi Committee’’ 
proceeded to Italy in order that the wounded 
man might have the judgment and skill of a 
Mr. Partridge, on making his 


August Besides two superficial 


course he 


British surgeon. 


*Read at a meeting of the Massachusetts Historical Society, 
February, 1915. 





report to the ‘‘Garibaldi Italian Unity Com- 
mittee,’’ stated that he arrived at Spezzia on 
the 16th of September and kad since that time 
daily visited the General in company with Dr. 
Pandina and his other medical assistants. As 
the result of these visits he expressed the opin- 
ion that the bullet did not enter the joint nor 
effect a lodgment elsewhere. For this service 
Mr. Partridge received a fee of six hundred 
and eighty pounds frem the secretary of the 
**Garibaldi Surgical Fund.’’ 

The wound continued, however, to ‘remain 
open. Dr. Ripari and his Italian colleagues 
still felt that the presence of the bullet was 
not disproved, and as signs of inflammation 
gave rise to the feeling that amputation might 
become necessary, a further consultation was 
decided upon for which, apparently, not only 
Mr. Partridge, but also the celebrated surgeons, 
Pirogoff of St. Petersburg and Nélaton of Paris, 
were sent for. It appears that Nélaton exam- 
ined the patient on October 28, and on intro- 
ducing an ordinary probe detected a resonant 
sound characteristic of an instrument striking 
a metallie surface, and not dull as if coming in 
contact with spongy bone, which left no doubt 
in his mind of the presence ef the bullet in the 
wound. 

Messrs. Partridge and Pirogoff, according to 
accounts, saw the patient three days after this; 
and Mr. Partridge gave out, as the result of 
their that ‘ far 
judged by external exploration’ the ball will be 


observations, as as ean be 


found toward the external part of the articula- 
tion fixed in the bone.’’ 
for the ball to hecome mobile and near the sur- 


They advised waiting 


face, before attempting extraction. 

This is of special interest as Mr. Partridge 
has always been accused of expressing the opin- 
ion that the ball was not in Garibaldi’s foot, 
although at his first visit. as we have seen, he 
felt inclined to that opinion; at his second con- 
sultation he saw fit to change his diagnosis. 

Attempts had been made by Professor Zan- 
neti to detect the ball with an electric battery 
without success, but Nélaton, on his return to 
Paris, after consultation with a M Emanuel 
Rosseau, devised .a probe topped with white 
porcelain which, when pressed upon a leaden 
substance, would receive a mark of the lead 
upon its surface. The probe, on its arrival, be- 
ing tried by Doctors Rosseau and Zanneti, con- 
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firmed the diagnosis of the presence of the bul- 
let, and on the twenty-third of November the 
following telegram was sent to Nélaton: ‘‘Ball 
extracted from the wound of Garibaldi as as- 
sured by your diagnosis guaranteed by the re- 
sult of your probing. Wonneur a vous Tor- 
relli,’’ 

‘*Nélaton’s probe,’’ thus made famous, was 
looked upon for many years afterwards as the 
only instrument of precision by which a bullet 
wound could be conclusively determined. Its 
usefulness has probably, if not entirely, been 
set aside by modern x-ray methods. 

Nélaton’s connection with this case was re- 
garded at the time as a great triumph of French 
over English surgery and Mr. Partridge was 
by many regarded as having experienced a most 
unfortunate episode in his career. A careful 
analysis of the facts seems, however, to show 
that Mr. Partridge, although at his first visit 
(which was about three weeks after the injury) 
expressed the opinion that there might be no 
foreign body in the wound, was able to come 
to a different conclusion a menth later, and had 
therefore agreed with the other surgeons as to 
the presence of a bullet in the wound. 

It may be said here that the wound healed 
slowly, after the removal of the ball, for we 
find at the time of Garibaldi’s visit to England 
in 1864, that although his leg still continued te 
trouble him somewhat, his wound had been 
healed some four or five months. 

Dr. Warren said he had had the pleasure of 
seeing both Mr. Partridge and Nélaton while a 
student abroad. They were both born early in 
the century, Partridge in 1805, and Nélaton in 
1807, and both died within a few weeks of each 
other, in 1873. They were men of strikingly 
different characteristics. Mr. Partridge was a 
very old-fashioned type of an eccentric English- 
man, and although he occupied at, the time to 
which we have referred, the position of senior- 
ity in English surgery, he was never regarded 
by his colleagues as an exceptionally brilliant 
exponent of surgical art. Dr. Warren’s per- 
sonal experiences left a striking impression of 
a quaint personality and he ean aseribe heart- 
ily to a statement made in Mr. Partridge’s obit- 
uary notice that ‘‘he flavored his discourse with 
jests which were not always quite convenient.’’ 

Nélaton, on the other hand, as Dr. Warren 
recalls him, was a refined, well-greomed and 
courteous Parisian gentleman. He was the 





popular surgical hero of his day, and in later 
years filled the office of surgeon to Napoleon 
III. And he soon became in high favor at 
court owing to his successful treatment of the 
young Prince Imperial. The Prince, a child 
about ten years of age, had been suffering from 
a swelling on the hip which Nélaton had pro- 
nounced an abseess It was commonly reported 
that when Nélaton took up his knife to operate, 
Napoleon instinctively stretched out his arm. 
But the surgeon, murmuring gently, ‘‘ Pardon, 
Sire,’’ restrained the anxious and doubting 
father with one hand while he plunged the 
knife in and laid the abscess open. 

Dr. Warren said that he thought the facts 
of this episode in the lives of these two cele- 
brated surgeons were worth recording in con- 
nection with the accompanying illustration and, 
so far as he knew, no such illustration as Néla- 
ton at the bedside cf Garibaldi had hitherto 
heen published. 


PANNICULITIS. ITS DIAGNOSIS AND 
TREATMENT. 
$y FRANK A. CUMMINGS, M.D., ProvipEeNce, R. I. 


THIS paper is preseated m an attempt to 
clarify the diagnosis of a very common condi- 
tion which has had practically no mention in 
any recent American literature. 

Aside from a definition of panniculitis in 
Gould’s dictignary, little or nething has been 
written except a short editorial on ‘‘ Panniculi- 
tis Abdominalis,’’ which appeared in the New 
York Medical Journal March 22 of this year. 

This paper is based on a short article which 
was translated from the Swedish and on per- 
sonal observation on a series of 78 cases. 

Gould’s dictionary defines panniculitis as 
‘‘An inflammation of the superficial layer of 
fat in the abdomen.’’ This, however, is not suf- 
ficient, because the superficial layer of fat of 
any part of the body may be involved either 
as a localized area or as part of the entire body, 
including the upper and lower extremities. 

I am also of the belief that the connective 
tissue in the skin is involved in the process and 
in some of my cases a myositis was also present. 

It occurs more frequently in the female and 
involves larger areas in the obese patient. It 
is not limited, however, to the obese, as is 
shown in my series of cases in which 48 pa- 
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tients were more than 20 pounds over normal 
weight, 18 were 5 to 20 pounds over weight, 
while 3 were more than 8 pounds under 
weight. The condition is slowly progressive 
and without acute subjective symptoms. 

The etiology has not been clearly worked out. 
The European literature refers to trauma and 
exposure to cold and similar exeuses for eti- 
ological factors. In all of my eases I have 
found the predominant factor to be gastro-in- 
testinal disturbances, such as habitual consti- 
pation, often of the spastie type. Also there 
can usually be found a diminished supply of 
oxidizing agents such as is furnished by the 
endocrine glands, 

Neurasthenia is given as a cause by the 
Swedish writers, but I feel that it is a result 
rather than a cause and usually appears after 
the patient has tried various methods of treat- 
ment without relief. 

The editorial on panniculitis in the New York 
Medical Journal says that histologically the 
disease is characterized by ‘‘sclerosis of the 
fatty tissues more or less hypertrophiec.’’ In 
the superficial fat may be felt hard, nodular 
masses, varying in size from a bean to a smali 
walnut. These masses are very painful to the 
touch and are freely moveble under the skin, 

The patient usually complains of marked 
fatigue and loss of vitality. Headache of the 
migranous type is most common. The patient 
is often very nervous and at times depressed, 
and speaks of a peculiar ache or soreness in 
various parts of the body. 

In well advanced cases there may be definite 
pain, and especially is this important in the 
abdomen, where the diagnosis may be easily 
confused unless a panniculitis can be recog- 
nized by the examiner. This is shown by the 
following case report: 

In 1916 an obese female patient was seen 
who gave a history of headache, nausea, con- 
stipation, and, after any slight exertion, a con- 
stant pain in the upper right quadrant extend- 
ing around to the right shoulder blade. The 
appendix had previously been removed. 

On examination marked tenderness was found 
in the gall bladder region and x-ray plates were 
negative and a diagnosis of ‘‘surgica!l belly”’ 
with probable gall bladder disease was made. 
This was verified by another internist and a 
At 
operation a normal gall bladder and duodenum 
were found and no evidence of ulcer or obstrue- 


surgeon, and exploratory incision advised. 





tive adhesions was noted. Two years after op- 
eration, following a few months of treatment 
for panniculitis, all symptoms had disappeared, 
and at the present time have been absent about 
five months. 

On physical examination, these cases present 
three prominent signs on which the diagnosis 
of panniculitis may be made. They are: 1, 
Pain on light palpation; 2, swelling, and 3, lo- 
calized oedema. 

The pain may best be found by gently grasp- 
ing the superficial tissue as in pinching. No 
pressure with the fingers is necessary. The 
pain produced by this method is out of all pro- 
portion to the lightness of the pressure and 
causes the patient to ery out, and may bring 
tears to the eyes. 

The swelling is boggy in character and it is 
in these areas that the nodules are more com- 
monly found. ‘The consistency of the tissne 
shows loss of tone and elasticity and in the 
long standing cases there is a moderately well- 
marked congestion. 

The treatment of panniculitis consists of 
massage by a well-trained Swedish graduate, 
that is, one who understands major and minor 
petrissage, and not a masseur who feels that 
he must abuse the patient in order that he may 
produce results. The time of massage should be 
limited to frecuent, short periods, because it 
is painful, and long treatments usually produce 
exhaustion. Thirty-minute periods three times 
a week are usually -sufficient. Under medical 
treatment the constipation must be relieved and 
this is best done by high rectal injections of 
warm olive oil repeated every other night and 
by regulation of the diet. 

The obese patient should be reduced to nor- 
mal and the high percentage carbohydrates of 
the diet reduced to a minimum, while the low 
per cent. carbohydrates, fruit and vegetables 
should be increased. 

Again. in many eases of poor oxidation, I 
have found the gland products of Burroughs & 
Wellcome most valuable. 

To summarize, panniculitis is 2 common con- 
dition characterized by soreness and oedema 
and sclerosis of the superficial layer of fat; also 
on palpation, severe, sharp pain is produced 
by slight pressure, and nodular masses are to 
be found in the skin. The treatment of choice 
is massage. regulation of the diet, and increase 
of elimination and exidation. The prognosis 
is always good when properly treated. 
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Medical Progress. 


PROGRESS OF ORTHOPEDIC SURGERY. 


By (. HERMANN BucHouz, M.D.; Ropert SOvuTTER, 
M.D., La.-CoLt. Rosert B. Oscoop; H. C. Low, M.D., 
MAJ. MurrRAY 3S. DANFORTH, Boston. 


(Concluded from page 211.) 
INJURIES. 


Fractures of the Spine. 

It is not yet a sufficiently appreciated fact 
that many cases of old fracture of the spine, 
even without injury to the cord, suffer from pro- 
longed and permanent disability due to the in- 
terference of the function of the spine. To 
relieve this disabling condition, Brackett®’ has 
performed an Albee operation in a number of 


these cases and the present communication | 


which he has written in conjunetion with Mixter 
and Wilson has as its object to determine by a 
comparison of operative and non-operative cases 
whether this operation is advisable. None of the 
cases considered have had symptoms of nerve 
injury, or at least not more than passingly, and 
in all cases has the diagnosis been verified by 
an x-ray picture. Of the nine cases operated, 
five have had previous supportive treatment 
leaving all more or less disabled. _ The other 
four were operated within eight weeks from the 
injury. All operated cases have since returned 
to the same, or a similar, occupation; one of the 
early cases, operated on the seventeenth day, 
removed his support after eight weeks and re- 
turned to work three months after the injury, 
ealling himself well. Another, operated three 
months after the fracture, which was followed 
by increasing deformity, resumed full work as 
a lineman six months after the operation. These 
cases are compared with eighteen cases of frac- 
ture of the spine without cord symptoms, which 
have not been operated. All of these have had, 
or still have, supportive treatment, but only 
four have returned to occupations similar to the 
ones they had before the accident. The others are 
more or less disabled and to a considerable per- 
centage unable to do any work. The indications 
are given somewhat tentatively for the fresh 
cases: (1) abnormal mobility; (2) inereasing 
deformity; (3) extensive fractures. The cases 
should not be operated within the first two or 
three weeks because of the danger from hemor- 
rhage. Also, cases with symptoms of a crushed 
cord or an extensive nerve lesion are not suit- 


able for operation. Finally, the general condi- 
tion of the patient, pulmonary disease, etc., are 
to be taken into account. In old cases the oper- 
ation is indicated if the patient is disabled by 
pain, either local or referred, or weakness of the 
back, or if the deformity increases. The technic 
follows the rules laid down for Albee’s opera- 
tion, a deep, strong graft being used, which is 
to reach two sound vertebrae above and below 
the seat of the fracture. When the fifth lumbar 
vertebra is broken, the lower end of the graft 
is split and fastened astraddle to the spinous 
processes of the upper sacral vertebrae. The 





authors conclude in saying that there is strong 
evidence in favor of an early operation. 





| Rupture of the Crucial Iigaments. 
| For the repair of the ruptured crucial liga- 
iments of the knee joint, Groves” has devised an 
| ingenious plastic operation. For the anterior 
ligament he uses the ilio-tibial band; for the 
posterior ligament, the tendon of the semiten- 
dinosus, which are pulled through holes drilled 
through the condyles as nearly as possible aec- 
cording to the normal course of the crucial liga- 





ment. He opens the joint with a wide horseshoe 


incision, going down to the hamstrings, and tem- 


| porary resection of the tibial tuberele. In elos- 
ing, the tibial tubercle is fixed by a nail of 
| metal or ivory. The leg is placed on a back 
\splint for about a fortnight, to be followed by 
gentle massage and passive movements. 





| Generally speaking, Smith*? says, the imme- 
|diate treatment of injuries to crucial ligaments 
should be conservative rather than operative. 


Reeent injuries to the joint that show abnormal 





mobility should be roentgenographed as a rou- 
tine. This will eliminate avulsion of the tibial 
spine. Where there is rupture of both crucials, 
due to lateral or posterior dislocation of the 
knee, the limb should be immobilized with the 
knee flexed to 20 degrees for at least three 
months, but faradism to the quadriceps and gen- 
¢ral massage with movements of the patella 
should be practised daily. Good results have 
heen reported from treatment by prolonged fix- 
ation of the joint. When the lesion is accom- 
panied by a paralysis of one or both of the 
popliteal nerves due to stretching, postural and 
electrical treatment for the nerve injury must 
also be undertaken. Where there is a recent 
avulsion of the tibial spine, Smith advises to 
| try the effect of immobilization of the knee in 
;the fully extended position for twelve weeks, 
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combined with massage and faradism, rather 
than to treat the cases by primary operation 
and fixation of the detached ligament and its 
insertion. In eases of old standing, however, 
operative measures are indicated. The after- 
treatment of anterior crucial injuries can gen- 
erally be undertaken by means of appliances 
worn for an indefinite period. 

In the operative treatment of anterior crucial 
injuries, the following operations have been 
done at varying times, apart from those of 
immediate suture of the ligaments: (1) plica- 
tion; (2) reefing; (3) wire loops; (4) silk liga- 
ments substitution; (5) fascial substitution. 
Smith’s experience with these operations leads 
him to endorse only fascial substitution. 

[Ed. Note—We_ should object strongly 
against the advice to immobilize the knee joint 
in fully extended position for twelve. weeks, as 
in our experience such a measure is apt to lead 
to stiffness of the knee and will probably dis- 
able the patient more than insufficiently healed 
crucial ligaments ever would. We are rather 
inclined in early cases to combine fixation in 
semiflexion with massage and gentle, assisted 
active-passive motions; and to operate if the 
knee heals with definite symptoms of tearing, 
chiefly instability. | 
Fractures of the Os Caleis. 

The first and most essential procedure in the 
treatment of fractures of the os calecis in the 
opinion of Magnuson®* is the tenotomy of the 
Achilles tendon. This will relieve the pulling 
up of the short posterior fragment and prepare 
the second step which consists in the restoration 
of the longitudinal arch by forcible manipula- 
tion over a block. A plaster cast is applied in 
fully corrected position for several weeks, fol- 
lowed later by adhesive plaster strapping with 
felt pads. 


Retarded Development of Wrist Bones. 

Some time ago, in studying the x-ray pictures 
of wrists of children, the late pediatrist Rotch 
eame to the conclusion that retarded develop- 
ment of bones is shown very clearly in the wrist 
joint and called attention to the danger of 
strains in such eases. Barry®® has taken up 
again these ideas and reports three cases of 
children with traumatie arthritis and epiphy- 
sitis which he explains chiefly by retarded ossi- 
fication. Anatomically such children are too 
young to be subjected to the ordinary strains 
of their age. 





CONGENITAL ABNORMALITIES. 


Spina Bifida. 
Brickner® records a number of interesting 


‘histories with operative findings of cases of 


spina bifida occulta which he divides in four 
groups: (1) eases with external signs with 
symptoms such as trophic disturbances, anaes- 
thesia, ete.; (2) with external signs without 
symptoms; (3) without external signs with 
symptoms; (4) without external signs without 
symptoms. Of special interest has been the ob- 
servation of growth of callus as a purely trophic 
phenomenon independent of pressure and the 
prostration and marked rise of temperature 
which preceded and accompanied the outbreak 
of an ulceration. Brickner comes to the conclu- 
sion that the results of operation for spina bifida 
occulta are not brilliant, probably for the reason 
that the degeneration and neoplastic processes 
are scarcely remediable. Those cases in which 
there is a hernia of the spinal root probably 
offer the best chance for a good result; for the 
reduction of this hernia into the bony canal, by 
relieving the contained nerve roots of traction 
and pressure, may greatly improve the existing 
symptoms or prevent the development of some 
others. Even when there is no meningocele, 
much may be found possible at the operation; 
for example, separation of adherent nerve roots 
from the membrana reuniens, division of a con- 
necting band, removal of an endostosis, or per- 
haps even the removal of the cauda equina. 

Brickner considers the following as legitimate 
indications for operation: (1) in infants and 
children with congenital lipoma or hypertricho- 
sis, even though without symptoms as a pre- 
ventive measure; (2) in adults with sufficient 
serious and especially progressive symptoms, 
whether or not it is marked by external signs. 
Such symptoms would be progressive gangrene 
of the lower extremities or incontinence of the 
sphincters. Brickner has found in the litera- 
ture 12 operated cases to which he adds 5—all 
of the 17 without mortality and some with de- 
cided benefit. 

POSTURE. 


The observation of a patient who was relieved 
from eye strain by postural treatment induced 
Lowman” to investigate the relationship of 
these conditions. Searching the literature he 
found no‘: references and only a few along the 
reversed lines. Dr. Mills, an ophthalmologist 
who worked in codperation with the author, 
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noticed a marked muscular imbalance, especially 
an abnormally strong divergence to exist much 
more frequently in cases of faulty skeletal align- 
ments than in normal persons. Lowman de- 
scribes in detail the anatomy of the cervical 
ganglia, their connection with the eye and ear, 
and their relation to the spinal and cervical 


muscles ; also the close relations between muscu- | 
lar activity, posture, and balance to the organs | 


of sense, especially the eyes, which have a con- 
trolling influence. From such deductions it 
would seem only logical to explain the striking 
results which were seen in eases of marked eye 
strain by postural treatment. 

[Ed. Note——The editors wish te comment on 
the splendid work revealed in this article, and 
agree with the author that his observations 
open a wide field for further research. | 


Back Pain Caused by Uterine Displacements. 
The much disputed question whether and to 
what extent gynecological disturbances are re- 
sponsible for backache has been approached by 
Graves“ in a rational way by statistics of 500 
cases with retroversion and retroflexion. Low 
back pain, chiefly sacral, was complained in 
76%. All’cases have been operated and letters 
were sent out to them after some interval; 263 
patients answered and 86% of these were either 
completely cured or greatly relieved from back 
ache. The unrelieved cases were re-examined 
and either proved to be a failure, or another 
cause, mostly of an orthopedic nature, was 
found. The conclusion was drawn that a defi- 
nite relationship existed between retroversion 
and backache. However, as many of these 500 
cases were complicated with pelvic inflamma- 
tions, another series of 100 cases of retroversion 
or retroflexion without pelvic inflammation was 
started ; of these cases 60% complained of back- 


ache and 95% were cured or relieved. It ap- | 


pears, therefore, that an inflammatory process 
intensifies the back pain, but that malposition 


which is generally dysmenorrheiec. Pain in such 
cases is explained by developmental relaxation 
of the uterus, which is in a certain retro-dis- 
placement. Many of these cases are connected 
with lateral curvature, weak back, or viscer- 
optosis. 





| Distorsion of Pelvis. 

Merrill” has made careful clinical and radio- 
_logie studies of the distorsion of the pelvis from 
postural defects. Where weight, e.g., is habitu- 
‘ally borne on the right leg, the abductor mus- 
/cles are relaxed, the pelvis tilts to the left, the 
‘left knee is flexed, and a left lumbar scoliosis 
/with increased lordosis results. This apparent- 
‘ly leads to an increased action of the left long 
|posterior muscles and a stress is so applied to 
|the pelvis that the left ilium is flattened and 
|torsed on its long axis: that is, the ilium is 
rotated to the left. The constant stress on the 
‘left ilium produces a distinct and sometimes 
very marked bony hypertrophy along the in- 
|sertion of those muscles. The two ossa innomi- 
/nata are rotated in opposite directions and from 
this rotation results a relative elevation of the 
left anterior superior spine. The usual way of 
measuring the length of the legs from the an- 
terior superior spine is insufficient in such eases. 
To be exact, five measurements should be taken 
from, (1) the tubereulum pubicum; (2) the an- 
| terior superior spine; (3) the crest of the ilium; 
| (4) the tip of the trochanter; and (5) the pos- 
| terior superior spine. 

As a reliable non-slipping support of the 
/sacro-iliae joint, Owen” has devised a low corset 
with double spica extension. It is laced in 
‘front of the abdomen and the thighs and a re- 
| enforeing belt is applied between the crest and 
'the trochanters. In the discussion objection 
| against the front lacing is raised. 

[Ed. Note—The editors agree with this ob- 
| jection, believing that no proper support can 
‘be expected except by a firm hold on the back.] 








is the chief factor. Inflammations or tumors | 


which fix the uterus in anteversion usually cause | 


no backache. A partial prolapse, especially of 


the retroflexed uterus, is more likely to cause | 


pain than a total prolapse. It seems that the 
retroflexion represents the important element. 
Uterine backache is confined to the sacral, or 
very low lumbar region. The source of this 
pain lies at the junction of the body of the 
uterus and the cervix. Anteflexion may cause 
backache, especially during menstruation, 


FEET, 


A study of the anatomical variations of the 
foot has convinced’ Painter®’ that they are a fre- 


/quent cause of hallux-rigidus by bringing up 
'an unequal position of the first metatarso- 
phalangeal joint in the shoe. Thereby a con- 
Stant traumatism is caused leading to bony 
proliferations on the dorsum of the head of the 
first metatarsal bone. Further support is lent 
to this theory by the unilateral occurrence in 
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such cases. The treatment in early cases con- 
sists in prescribing a custom made shoe or wear- 
ing for six months a plate with a steel tongue 
under the big toe. In advanced cases excision 
of the exostoses is the method of choice. 

Hallux valgus is caused, in Painter’s® opinion, 
by two factors: pointed shoes and obliterated 
anterior arch. He thinks that the old Hueter’s 
operation is sufficient for all cases which are 
beyond non-operative repair; but it is absolute- 
ly necessary to take care to keep the toe in good 
position until a symmetrical shrinking of the cap- 
sule has taken place. Painter uses a small splint 
sterilized and applied right after the operation: 
‘‘The proximal end of the phalanx is prevented 
from riding up by an arm that exerts pressure 
on it from above at the same time that a flange 
makes pressure against the outer side of the 
first phalanx of the great toe in such a direc- 
tion as to keep the toe in a straight line with 
the axis of the shaft of the metatarsal.’’ 

[Ed. Note—The editors believe that the most 
frequent cause of hallux rigidus is short shoes. 

We also believe that the Keller operation for 
hallux valgus is generally superior to the 
Hueter. There is no question but that the re- 
moval of the metatarsal head sacrifices an im- 
portant weight-bearing pillar. This may be 
largely compensated by a plate, but in young 
and active patients the removal of the head of 
the bone often materially restricts their activi- 
ties. With standing occupations, ¢.g., in nurses 
and in military life, the Hueter operation 
should rarely be performed. ] 
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American Medical Bingraphics. 


REID, WILLIAM W. (1799-1866) .* 


Wituiam W. Rew of Rochester, New York, 
was the first to show the futility of trying to 
reduce dorsal dislocation of the hip by forcible 
longitudinal traction by pulleys, and he gave a 
partial explanation why the English method 
then in vogue was not correct. He deserves the 
gratitude of the world for perfecting the com- 
paratively painless and the efficient method of 
reduction now in use. 

The known facts of his life are few, due in 
part to the loss by fire of the records of the 
Monroe County Medical Society. He was born 
in Argyle, Washington County, New York 
State, in 1799, and entered Union College from 
that town April 26, 1823, graduating A.B., with 
Phi Beta Kappa honors, July 27, 1825. He be- 
gan the study of medicine under Dr. A. G 
Smith of Rochester, and Reid says he was there 
in 1826, ’27, and ’28; but where he took his 
M.D. degree has eluded the careful search of 
many investigators. That he had an M.D. 
plain, for it was signed to his published articles 
and as he was president of the Monroe County 

*From the forthcoming “American Medical Biography, Wy ea 


Howard A. Kelly and Dr. Walter I. Burrage. Any im 
additions or corrections will be welcomed by the authors. 
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Medical Society in 1836, ’37 and ’49, he was in 
good standing and at the same time regarded 
with favor by his associates. His writings prove 
him to have been an original, inventive and bold 
surgeon. He practised in Rochester from 1828 
until about 1864, when he moved to the vicinity 
of New York City. 

In 1830 he married Elizabeth Manson. 

His death occurred December 6, 1866, by 
drowning in the Hudson River while crossing 
from Jersey City to New York. 

Such are the bits of information that have 
been preserved about this noteworthy charac- 
ter. As regards his contributions to the ad- 
vancement of surgical practice we must turn to 
the Buffalo Medical Journal for August, 1851. 
In this publication appeared an abstract of a 
paper which Dr. Reid read before the Monroe 
County Medical Society May 8, 1850. The 
same facts were published in the Boston Medi- 
cal and Surgical Journal for December 31, 1851, 
(Vol. xLv., pp. 441-447), and a complete exposi- 
tion of the subject was presented at the annual 
meeting of the Medical Society of the State of 
New York, February 3, 1852, appearing in the 
transactions of that year as a paper of sev- 
enteen pages, with diagrams. 

It is to be understood that at the time Dr. 
Reid arrived at the true principles and ration- 
ale of the method of reduction of dislocation of 
the head of the femur on the dorsum ilii, the 
common practice, enunciated by Sir Astley 
Cooper, was what Reid called a cruel method 
of extension of the limb, using pulleys and blind 
brute force, the object. being to tire out the mus- 
cles which were supposed to prevent the reduc- 
tion by their contraction. We know now that 
the traction ruptured the Y ligament. Nathan 
Smith and others had found as long ago as 1831 
that some sort of flexion often effected reduc- 
tion. The mraneuvres advocated were haphaz- 
ard and were not founded either on investiga- 
tion or experience. 

Dr. Reid tells us that his attention was 
directed to the subject of dislocation of the hip 
during the years 1826, ’27 and ’28, while a 
student of medicine in Rochester, where he saw 
several cases that were treated by the leading 
surgeons of the time by inquisitorial torture of 
the patients, often with poor end results. Ever 


after he gave the subject thought and for ten 
years previous to 1850 the question how he 
might help such patients was seldom cut of 
his mind. 





By manipulating the skeleton and by dissect- 
ing and testing the strength of the muscles of a 
sheep’s leg he decided that the essential mus- 
cles about a dislocated hip were not contracted, 
but overstretched, and that a little too much 
overstrain would rupture them. These views 
were confirmed in 1849, after he had had several 
cases of reduction, by the dissection of both hip 
joints of a human subject in conjunction with 
Dr. E. M. Moore, professor of surgery in the 
Woodstock and in the Berkshire medieal schools. 
Both joints were dislocated, after being dis- 
sected, and were reduced by Reid’s method, it 
being noted that too strong flexion of the thigh 
hindered reduction and that direct traction 
without flexion partly carried away the capsular 
ligament. Reid thought that flexion, as it re- 
laxed the muscles, was the proper procedure in 
eases of dislocation and in the case of the hip 
he advocated flexing the leg on the thigh, the 
thigh on the abdomen, adduction to the sound 
side, then abduction and outward rotation. 

He was called to his first case in the spring of 
1844, a stout Irish woman who had fallen down 
a flight of steps and dislocated her hip four 
days previous to his visit. In the presence of 
four physicians Dr. Reid, using his method, 
reduced the dislocation in three minutes with 
very little force and with trifling pain. This 
was before the advent of surgical anesthesia. 
He reported three cases, all reduced without an 
anesthetic,.in his paper read before the Monroe 
County Medical Society, and in his later paper 
gave the data of two cases reported by other 
surgeons, one with an anesthetic and the other 
without, both reduced ‘successfully by his 
method. 

Although Reid did not appreciate the full 
importance of the capsular ligament in the 
mechanism of dislocation and knew nothing of 
its accessory Y-ligament—a structure described 
in detail by H. J. Bigelow some twenty years 
later—he worked out in an intelligent manner 
the correct method of rectifying this serious 
injury, thus obviating great and unnecessary 
suffering besides much erippling of joints in 
coming generations, and he is therefore entitled 
to full credit and the gratitude of posterity. 


Water L. Burrace, M.D. 
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ERNEST GREGORY, Manager 
126 Massachusetts Ave., Corner Boylston St., Boston, Massachusetts. 








CHANGES IN THE WORKMEN’S COM- 
PENSATION LAW. 


THe Massachusetts Legislature this vear, 
acting favorably upon recommendations made 
by the Industrial Accident Board, has reflected 
the spirit of the times in enacting many far- 
reaching amendments to the Workmen’s Com- 
pensation Act. Such action was not unexpected, 
in view of the fact that nearly every man and 
woman who labors for his livelihood is af- 
fected to a greater or lesser degree by this law, 
which divides annually among the workers of 
the Commonwealth and those who treat them 
from a medical and surgical standpoint, up- 
wards of four million dellars. The recom- 
mendations of the progressive board which ad- 
ministers this law reflect the wishes of labor 
generally and the favorable action of the leg- 
islative body indicates that the great bulk of 
those elected to govern us are in sympathy 
with the cause of the workingman. 

Among the important changes are the 





amendments to increase the minimum weekly 
compensation from five dollars to seven dollars; 
the maximum weekly payments, from fourteen 
to sixteen dollars; the change in the maximum 
weekly compensation which may be made for 
partial compensation from ten dollars to a 
straight two-thirds of the difference between 
an employee’s average weekly wages at the 
time of his injury and the average weekly 
wages which he is able to earn there- 
after; the elimination of the time limit 
of 500 weeks from the date of the injury dur- 
ing which an employee may receive partial in- 
capacity compensation and the adoption of an 
amendment which allows an employee to re- 
ceive partial compensation as long as his spe- 
cial fund of $4,000 has not been exhausted; 
the passage of an act to safeguard the rights 
of injured employees by providing that the in- 
surance commissioner may have authority to 
request the appointment of a trustee acting 
under the direction of the Industrial Accident 
Board to handle certain funds which shall be 
placed under his supervision; the passage of 
an amendment to provide that a child or chil- 
dren under the age of sixteen, or over that age 
if mentally or physically incapacitated, shall 
he conclusively presumed to be wholly depend- 
ent upon a parent who at the time of death 
was legally bound to support him; the pas- 
sage of a law making copies of hospital records 
admissible’ in evidence; and of an act direct- 
ing the Industrial Accident Board to investi- 
gate the practicability of making use of cer- 
tain established hospitals and agencies for the 
restoring of injured employees to industry. 
All of these amendments are important, but 
none are of greater importance than those 


changing the minimum and maximum and, 


leaving the period during which partial in- 
capacity compensation may be paid, subject 
only to the exhausting of the sum of $4,000 in 
weekly payment. This latter amendment takes 
care of the permanently disabled employee by 
setting up against his disabling injury and in- 
capacity an insurance reserve fund of $4,000 
which may be drawn upon at any time during 
the life of the employee, provided only that the 
employee is unable to earn full wages because 
of conditions resulting from the injury and 
provided further that he has not received the 
full reserve sum of $4.000 set apart to pro- 
tect him. Such protection as this will be a re- 
assurance to the injured employee who returns 
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to the job which a kindly employer has made 
for him and who loses the job through no 
fault of his own, either because of dull busi- 
ness, or a change in the ownership or control of 
the business. Such a man, if retained even for 
a period of 20 years and then discharged, will 
find that his rights are amply protected by the 
fund which the insurer has been obliged by law 
to set apart to protect him. 

The Workmen’s Compensation Act is keep- 
ing the spirit of the 
sive days. Much of the eredit for the progress 
which has been made in compensation matters 
is due to the the law 
administered 


pace with progres- 


manner in which has 
been 
and medical standpoint, by the Industrial Ac- 
cident Board, and its executive staff, including 
the representative of the 


who serves as medical adviser. 


medical profession 


oo -—eae— =e 


MORTALITY STATISTICS 
WAGE-EARNERS 
FAMILIES. 


OF INSURED 
AND THEIR 


OF' considerable interest to physicians should 
be the information published recently in a vol- 
ume entitled, ‘‘Mortality Statistics of Insured 
Wage-Earners and Their Families.’’ This pub- 
lication presents the mortality statistics ef the 
industrial poliey-holders of a large life insur- 
ance company for the six-year period, 1911 to 
1916, with a supplement for the year 1917. 
The statistics are essentially those of the wage- 
earning group of the population. In view of 
the very large exposure, the very considerable 
period of time covered, and the care exercised 


in gathering, editing, and tabulating the data, | 


it is probable that these statistics constitute the 
most sensitive index now available of mortality 
and 


families. ‘The volume has been submitted by | 
the insurance company to the public health | 


‘movement in the United States and Canada. 
This report presents a detailed analysis of 
the facts of mortality among the industrial 
workers of the country. All the important in- 
dustries and occupations are represented: 
laborers form the largest single group, followed 
by teamsters, drivers, and chauffeurs, by ma- 
chinists, by textile mill operatives, and by 
clerks and office assistants. There are repre- 
sented also the members of wage-earners’ fam- 
ilies. The facts collected in this book of the 


from a judicial, executive, 


its causes among wage-earners and their | 


mortality characteristics of both the white and 
colored races are important from the point of 
| View of comparative mortality. 

| The total death rate of 635,449 during the 
years 1911 to 1916, inclusive, represents a 
‘death rate of 1,000 exposed. Considering all 
ages of the mortality experience of males, the 
colored race shows a mortality rate nearly 50 
cent. higher than that of the white race. 
+ 
per cent. of all the deaths: ‘‘organie diseases 
of the heart’? for 11.9 per cent.; pneumonia 
(all forms), 9 per cent.; and Bright’s disease, 
The entire group of deaths from 
** of which accidents form the 





per 
Tuberculosis, all forms, was responsible for 17. 


|8.2 per cent. 
\‘‘external causes, 
largest part, was responsible for 8.@ per cent. 
5.9 per cent.: 


Deaths from caneer amounted to 


from cerebral hemorrhage and apoplexy, 5.8 
per cent.; and from the four communicable 


diseases of 
whooping cough, and diphtheria ——4.0 per cent. 

The complete and aceurate data collected in 
‘this volume should be helpful to physicians 
‘and to others who are guided in their work 
iby medical statistics, and are a valuable con- 


childhood,—measles, searlet fever, 


‘tribution to the advance of medical science and 
‘to the public health movement. 


MEDICAL NOTES. 


| Mepicau .lirrary ‘AssociaTion.—The twen- 
tieth annual meeting of the Medical Library 
Association was held on June 9, 1919, at At- 
lantie City. The president, Dr. William Brown- 
ine, delivered an address on the growth and de- 
velopment the other 
‘subjects considered were methods for extend- 


of Association. Among 


ing the use of a medical library, cataloguing and 
‘classifying for a medical library, the advan- 
'tages and disadvantages of the epen shelves, 
ithe Cincinnati General Hospital Library, the 
| St. Louis Medieal Society William 
| Rawlins Beaumont, the use of the caduceus by 
ithe army as the insignia of the medical officer, 
and the flying ambulance. Members of the As- 
sociation discussed methods of making literary 
material available, how far reference work 
should be done for readers, the care of reprints, 
the essentials for a small medical library, and 
how much non-medical material a medical libra- 
ry should acquire. Reminiscences and anec- 


dotes about Sir William Osler, one of those 


Library, 
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actively interested in the founding of the As- 
sociation, were given by various memhers. 


INcreAsE IN Drug Prices.—It has been re- 
ported that with few exceptions the prices for 
pharmaceutical drugs and allied products have 
been increasing during the past few weeks. 
There has been considerable trading for this 
time of the year, and steps which have been 
taken to dispose of Government surplus have in 
some instances resulted in inereased stability. 
Plans are now being made to develop export 
trade with European and South American mar- 
kets. Many orders have already been received 
from many places which were cut off during the 
war. It is probable that America is in a good 
position to foster and encourage world trade in 
chemicals, drugs, dyes, and pharmaceuticals. 

It has been announced that there has been a 
reductien amounting to ninety cents to one dol- 
lar an ounce in all forms of morphine. 


Mepical. DEPARTMENT OF THE ARMy.—The 
number of vacancies existing in the Medical De- 
partment of the Army have made it necessary 
for the War Department to begin active re- 
eruiting. Post commanders have been notified 
that for the purpose of filling the existing va- 
eancies in the permanent Medical Corps of the 
United States Army, applications will be re- 
eeived by the adjutant general of the Army 
from those who desire appointment. Appoint- 
ments will be made in the following order: 
emergency medical officers now in service, mem- 
bers of the Medical Section, Officers’ Reserve 
Corps, who served with credit as officers during 
the war, former emergency medical officers who 
served with credit during the war. 

The regulations require that persons here- 
after commissioned in the Medical Corps sha! 
be citizens of the United States, between the 
ages of twenty-two and thirty-two years, and 
original appointments shali be in the grade of 
first lieutenant. All applicants whose applica- 
tions are considered satisfactory will be anthor- 
ized by the adjutant general of the Army to ap- 
pear before a convenient examining board to 
determine their fitness as to mental, moral, 
physical, and professional qualifications. Ap- 
plications will not be approved in these cases 
where, on Sept. 30, 1919, the applicant will be 
more than thirty-two years of age. 





All persons eligible for and desiring appoint- 
ment should address a letter of application for 
examination to the adjutant general of the 
Army. 


AmericAN Hospirat FoR GREAT BriITAIN.—At 
a recent meeting at the Royal Societv of Medi- 
cine of American residents of London, the pro- 
ject to found in London an American hospital 
was discussed. It was decided that an insti- 
tution shall be organized to give medical and 
surgical treatment to all classes, irrespective of 
ereed or nationality, and to promote scientific 
study and research. It is expected that the 
hospital will cost at least ten million dollars, for 
which subscriptions will be sought both in the 
United States and in Great Britain, 

THE Proposep Mepieat. Founxpation ror New 
York Citry.—-It has been announced by Dr. 
Royal S. Copeland, health commissioner of New 
York City, that there is to be organized a New 
York Association for the Advancement of Medi- 
eal Education and Medical Seienece. The con- 
stitution and by-laws of the association have 
been adopted and an application for a charter 
filed. Dr. Wendell C. Phillips has _ been 
elected president, and Dr. Haven Emerson, sec- 
retary. The association will have four primary 
objects: 

First, to improve and amplify the methods 
of graduate and undergraduate teaching. See- 
ond, to perfect plans for utilizing the vast elin- 
ical material of the citv for teaching purposes 
and to make use of teaching talent now unem- 
ployed. Third, to bring about a working affili- 
ation of the medical schools, hospitals, and labor- 
atories, as well as the public health facilities of 
the city. to the end- that the best interests 
of medical education may be conserved. Fourth, 
to initiate the establishment of a medical foun- 
dation in New York City whereby funds may 
be secured to meet the financial requirements of 
all forms of medical edueation and investiga- 
tion. 

Membership in_ this will be 
divided into two elasses: one a general member- 
ship, including all physicians in good standing, 
teachers of auxiliary sciences, and investigators 
of problems relating to medicine; the other, a 
corporate membership of medical teachers and 
medical men with hospital appointments or 
affiliations. The corporate membership is 
limited by the constitution to not over one hun- 
dred and fifty. 


organization 
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In addition to Dr. Phillips and Dr.’Emerson, 
the following officers of the association have been 
Dr. George D. Stewart, president of 
the New York Academy of Medicine, first vice- 


elected: 


president: Dr. Glentworth Butler, chief medica! 
consultant of the Long Island College Hospita!, 
second vice-president: Dr. Arthur F. 
stomach specialist of the Post-Graduate Hospi- 
tal, treasurer. The trustees are Colonel Charles 
H. Peck, Dr. William Francis Campbell, Dr. 
John E. Hartwell, Dr. Frederick Tilney, Dr. 
Otto V. Huffman, Dr. Adrian Lambart, Dr. 
Samuel A. Brown, Dr. James Alexander Miller, 
and Dr. George W. Kosmak. 


‘ 
Chaee, 


ACCIDENT PREVENTION.—The war has com- 
pelled us to realize the impertance of conserv- 
ing the human element in industry. It has 
been estimated, as a result of a recent investi- 
gation, that about eighty-eight per cent. of ac- 
cidents are due not directly to machinery but 
to a lack of necessary education of the men 
in the hazards of their respective occupations. 
In order to assist in the development of an 
educational safety program, the Working Con- 
ditions Service of the United States Depart- 
ment of Labor has issued a pamphlet describing 
methods of getting the interest of the workmen 
and influencing their habits. This pamphlet, 
entitled ‘‘How to Give Illustrated Lectures on 
Accident Prevention to Workmen,’’ presents 
data which indicates that the most effective way 
of promoting accident prevention is through the 
use of short talks about thirty or forty minutes 
long, illustrated with slides and moving pic- 
tures, showing the results of accidents, rather 
than how to avoid them. 

Thousands of dollars have been spent in safe- 
guarding machinery; this effort to increase the 
attention which is being paid to safeguarding 
the interests and efficiency of the men who oper- 
ate the mechanism is to be commended. 


Pustic SerRvicE—THE PHysIcIAN’s DutTy.— 
The professional man generally, and the physi- 
cian in particular, renders to the public a serv- 
ice of which the average citizen is not capable. 
Through his education and experience, and his 
understanding of the interests of varied groups 
of individuals, he gains a broader voint. of view 
which makes it possible for him to exercise un- 
usual judgment in the direction of the affairs 
of life. A letter recently issued by the United 
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States Treasury Department calls attention te 
the fact that the physician’s influence on the 
community is considerable and his example far 
reaching. During the war, the public spirit of 
the profession has been admirably demonstrated. 
The Government has reminded us that there is 
still further opportunity for the physician to 
show his character as a public benefactor—by 
supporting the campaign for the sale of Thrift 
Stamps and War Saving Stamps. 


BOSTON AND MASSACHUSETTS. 


BRITISH RECOGNITION OF THE HArRvArD MEpI- 
caL Unir.—It has been reported that the fol- 
lowing members of the Harvard Medical Unit, 
which served in the British Army during the 
war as General Hospital Number 22 of the 
British Expeditionary Force. under the ecom- 
mand of Lieutenant-Colonel Hugh Cabot, have 
been awarded decorations by the British Gov- 
ernment: 


Lieutenant-Colonel Hugh Cabot. officer com- 
manding, Companion of the Most Distinguished 
Order of Saint Michael and Saint George (C.M. 
G.) (Military Division). Three times Mmen- 
tioned in despatches. 

Major Varaztad Kazanjian, chief, oral sur- 
gery, Companion of the Most Distinguished 
Order of St. Michael and Saint George (C.M. 
3.) (Military Division). Three times men- 
tioned in despatches. 

Major E. Granville Crabtree, chief, surgical 
division. Most Excellent Order of the British 
Empire (O.B.E.) (Military Division). 

Major George C. Shattuck, chief medical di- 
vision, Distinguished Service Order (D.S.O.). 

Captain Francis B. Grinnell ard Captain 
Edward Harding, Military Cross (M.C.). 

Lieutenant-Colonel William FE. Faulkner, 
Lieutenant-Colonel Allen Greenwood, Captain 
Harry W. Woodward and Lieutenant Walter 
J. Dodd (deceased), mentioned in despatches. 


WEEK’s DeatH Rate IN Boston.—During 
the week ending August 2, 1919, the number 
of deaths reported was 172 against 200 last 
year, with a rate of 11.32 against 13.30 last 
vear. There were 31 deaths under one vear of 
age against. 48 last year. 

The number of eases of principal reportable 
diseases were: Diphtheria, 32: scarlet fever, 
6; measles. 19; whooping cough, 30; typhoid 
fever, 3; tuberculosis, 42. 

Included in the above were the following 
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eases of non-residents: Diphtheria, 4; tuber- 
culosis, 8. : . 
Total deaths from these diseases were: Diph- 
theria, 2; whooping cough, 1; tuberculosis, 13. 
Ineluded in the above were the following 
non-residents: Diphtheria, 1. 


EXAMINATION FOR MeEbvIcAL. APPOINTMENT. — 
An examination for the office of -District Health 
Officer or Epidemiologist in the Sub-division of 
Venereal Diseases of the Massachusetts De- 
partment of Health is to be held for 
medical men between the ages of twenty-three 
and thirty-five years and others under forty 
years who have had at least five years’ experi- 
ence in Public Health Work. Physicians desir- 
ing further information about these positions 
should communicate with Eugene R. Kelley, 
M.D.. State Commissioner of Health, State 
House, Boston. 





Miscellany. 





CHANGES IN THE WORKMEN’S COMPENSATION 
LAW. 
CHAPTER 53. 
THE COMMONWEALTH OF MASSACHUSETTS. 
In the Year One Thousand Nine Hundred and Nineteen. 
RESOLVE. 

Directing the Industrial Accident Board to Investi- 
gate the Practicability of Using for Disabled In- 
dustrial Workers the new Contrivances for Restor- 
ing Injured Soldiers to Productive Employment. 
RESOLVED: That the Industrial Accident Board 

shall invetigate the practicability of using for per- 

sons incapacitated by industrial accidents the various 
mechanical and surgical devices, and methods of 
training and education, that have been invented or 
developed during the present war for the purpose 
of restoring injured soldiers and sailors to health 
and to productive employment. The board shall de- 
termine what steps to this end should be taken by 
the Commonwealth, and shall make a survey of the 
resources, public and private, both actual and poten- 
tial, which are available for the purpose. The 
Board shall report to the next General Court with 
drafts of such legislation as it may deem expedient, 
and may expend such sum not exceeding one thousand 
dollars as may hereafter be appropriated. 
Approved, June 24, 1919. 
Effective, Sept. 22, 1919. 
(GENERAL ACT) 
CHAPTER 197. 


THE COMMONWEALTH OF MASSACHUSETTS. 
In the Year One Thousand Nine Hundred and Nineteen. 
AN ACT. 

Increasing the Minimum and Marimum Weekly Com- 
pensation for Total Incapacity Payable to Injured 
Employees. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court Assembled and by the 
authority of the same, as follows :— 

Section nine of Part II of chapter seven hundred 
and fifty-one of the acts of nineteen hundred and 
eleven, as amended by section four of chapter seven 
hundred and eight of the acts of nineteen hundred and 





fourteen, by section one of chapter two hundred and 
forty-nine of the General Acts of nineteen hundred 
and seventeen, and by chapter one hundred and thir- 
teen of the General acts of nineteen hundred and eigh- 
teen, is hereby further amended by striking out the word 
“fourteen,” in the fourth line, and substituting the 
word :—sixteen,—and striking out the word “five” in 
the fifth line, and substituting the word :—seven,—so 
as to read as follows :— 

Section 9. While the incapacity for work resulting 
from the injury is total, the association shall pay the 
injured employee a weekly compensation equal to 
sixty-six and two-thirds per cent. of his average 
weekly wages, but not more than sixteen dollars nor 
less than seven dollars a week; and in no case shall 
the period covered by such compensation be greater 
than five hundred weeks, nor the amount more than 
four thousand dollars. 

Approved, May 29, 1919. 

Effective, Aug. 27, 1919. 


(GENERAL ACT) 


CHAPTER 198. 


THE COMMONWEALTH OF MASSACHUSETTS. 
In the Year One Thousand Nine Hundred and Nineteen. 
AN ACT. 

Providing for the Admissibility of Copies of Certain 
Hospital Records as Evidence before the Industrial 
Accident Board. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled and by the 
authority of the same, as follows:— 

Part III of chapter seven hundred and fifty-one 
of the acts of nineteen hundred and eleven is hereby 
amended by inserting after section eighteen the fol- 
lowing new section :— 

Section 19. Copies of hospital records kept in ac- 
cordance with the provisions of chapter three hun- 
dred and thirty of the acts of nineteen hundred and 
five, as amended by. chapter two hundred and sixty- 
nine of the acts of nineteen hundred and eight, and 
of chapter four hundred and, forty-two of the acts 
of nineteen hundred and twelve, certified by the per- 
sons in custody thereof to be true and complete, shall 
be admissible in evidence in proceedings before the 
Industrial Accident Board, or any member thereof. 
The Board, or any member, in its or his discretion, 
hefore admitting any such copy in evidence, may re- 
quire the party offering the same to produce the 
original record. 

Approved, May 29, 1919. 

Effective, Aug. 27, 1919. 


(GENERAL ACT) 


CHAPTER 204. 


THE COMMONWEALTH OF MASSACHUSETTS. 
In the Year One Thousand Nine Hundred and Nineteen. 
AN ACT. 

Relatiwe to the Payment to Certain Dependent Chil- 
dren of Benefits under the Workmen's Compensa- 
tion Act. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled and by the 
authority of the same, as follows:— 

Section seven of Part II of Chapter seven hundred 
and fifty-one of the acts of nineteen hundred and 
eleven, as amended by section three of chapter seven 
hundred and eight of the acts of nineteen hundred 
and fourteen, is hereby further amended by inserting 
after paragraph (c) the following new paragraph :— 
(d) A child or children under the age of sixteen 
(or over the said age but physically or mentally in- 
capacitated from earning) upon a parent who was 
at the time of his death legally bound to support, 
although living apart from, such child or children. 

Approved, May 29, 1919. 

Effective, Aug. 27, 1919. 
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(GENERAL ACT) 
CHAPTER 205, 
THE COMMONWEALTH OF MASSACILUSETTS, 
In the Year One Thousand Nine Hundred and Nineteen. 
AN ACT. 


Relative to the weekly Payments to Injured Employ | 


ces in Cases of Partial Incapacity. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled and by the 
authority of the same, as follows :— 

"art II of chapter seven hundred and fifty-one of 
the acts of nineteen hundred and eleven, as amended 
by section five of chapter seven hundred and eight 
of the acts of nineteen hundred and fourteen, is here- 
by further amended by striking out section ten and 
substituting the following: 

Section 10. While the incapacity for work result- 
ing from the injury is partial, the association shall 
pay the injured employee a weekly compensation 
equal to sixty-six and two-thirds per cent. of the 
difference between his average weekly wages before 


the injury and the average weekly wages which he | 
is able to earn thereafter, but not more than sixteen | 


dollars a week: and in no ease shall the amount of 
such compensation be more than four thousand dol- 
lars. 

Approved, May 29, 1919. 

Iiffective, August 27, 1919. 


(GENERAL ACT) 
CHAPTER 226, 
THE COMMONWEALTH OF MASSACHUSETTS. 


In the Year One Thousand Nine Hundred and Nineteen. | 


AN ACT. 

Relative to the Payment by Insurance Companies of 
Death or Compensation Benefits under the Work- 
men’s Compensation Act. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled and by the 
authorit’ of the same, as follows:— 

Section 1. The insurance commissioner, hereinafter 
called the commissioner, in his discretion, may at 
any time require an insurance company, hereinafter 
called the company, to deposit in cash or approved 
securities with the treasurer and receiver general, 
the present value as computed by the commissioner 
of all or any part of its outstanding claims incurred 
under the provisions of chapter seven hundred and 
fifty-one of the acts of nineteen hundred and eleven 
and acts in amendment thereof and in addition there- 
to. The treasurer and receiver general shall make 
from such deposit the payments to those entitled 
thereto under the said chapter, and in the manner 
provided therein, upon the written request and under 
the direction of the industrial accident board, herein- 
after called the board, or may, if the company so 
elects, transfer from time to time to a trustee ap- 
pointed by the company and approved by the board 
such part of the funds as may be reasonably neces- 
sary for making the said payments promptly, and 
the trustee shall make the same in accordance with 
the instructions of the board. The treasurer and receiver 
general shall keep a separate account with the com- 
pany of the amount so received, the amount of inter- 
est earned and the payments made. In case the 
amounts so deposited “prove, or seem likely to prove, 
to be insufficient from transfer of funds or otherwise, 
the commissioner may require the company to de- 
posit such additional sums as he may deem neces- 
sary. If the amounts deposited prove to be larger 
than are required, portions thereof may from time to 
time be refunded to the company by the treasurer 
and receiver general, subject to the approval of the 
board and the commissioner. If any balance remains 
after the payment of all sums due to injured work- 
men or their dependents, the treasurer and receiver 


general shall return the balance to the company upon 


notice from the board that there is no likelihood of 
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|further payments becoming due on account of the 
said claims. 

| Section 2. The commissioner shall compute the 
present value of outstanding claims on the basis of 
information to be furnished to him by the board, 
land shall assume a rate of interest not higher than 
four per cent. 

Section 3. When a deposit is made with the treas- 
| urer and receiver general as provided fh section one, 
| the company shall pay to the treasurer and receiver 
| general a reasonable amount for the expenses of his 
| office, for the custody of the deposit, and for making 
| the payments therefrom. 
| Section 4. An insurance company which fails to 
| make the deposit aforesaid when it is required under 
this act shall cease to write policies of insurance in 
this commonwealth until the required deposit is made. 

Approved, June 11, 1919. 
Effective, Sept. 9, 1919. 


(GENERAL ACT) 
CHAPTER 272. 
In the Year One Thousand Nine Hundred and Nineteen. 
AN ACT. 

To Establish a Special Fund in the Custody of the 
Treasurer and Receiwer General for the Purpose of 
Paying Additional Compensation to Certain Injured 
Employees. 

Be it enacted by the Senate and House of Repre- 
| sentatives in General Court assembled and by the 
| authority of the same, as follows:— 
| Section 1. For every case of personal injury re 
sulting in death, covered by the provisions of chapter 
|seven hundred and fifty-one of the acts of nineteen 
| hundred and eleven and acts in amendment thereof 
'and in addition thereto, in which there are no de- 
| pendents, the insurance company insuring the liability 
| of the employer shall pay into the treasury of the 
| commonwealth the sum of one hundred dollars. <All 
| payments hereunder shall constitute a special fund, 
|of which the treasurer and receiver general shall be 
the custodian. He shall make payments therefrom 
for the purposes specified in the following section 
upon the written order of the industrial accident 
board. 

Section 2. Whenever an employee who has pre- 
viously suffered a personal injury resulting in the 
loss by severance, or the permanent incapacity, of 
one hand, at or above the wrist, one foot at or above 
the ankle, or the reduction to one tenth of normal 
vision of one eye, with glasses, incurs further disa- 
bility by reason of the occurrence of a subsequent 
personal injury arising out of and in the course of 
his employment, through the loss by severance, or 
the permanent incapacity, of either a hand, at or 
above the wrist, or a foot, at or above the ankle, or 
the reduction to one-tenth of normal vision in an eye, 
with glasses, he shall be paid the compensation pro- 
vided for by sections nine and ten of Part II of said 
chapter seven hundred and fifty-one; or if death re- 
sults from such subsequent injury, his dependents 
shall be paid the compensation provided for by sec- 
tions six and seven of said Part II, in the following 
manner: One-half of such compensation shall be paid 
by the treasurer and receiver general from the fund 
established under section one, and the other half by 
the insurance company insuring the liability of the 
employer at the time of the subsequent injury; ex- 
cept that the additional compensation due under sec- 
tion eleven of said Part II for the specified injury 
so sustained, shall be paid solely by the company in- 
suring liability at the time of the subsequent injury. 

Section 3. All cases not specifically provided for in 
the above section shall be covered by, and compensa- 
tion shall be paid under, the provisions of said chap- 
ter seven hundred and fifty-one and acts in amend- 
ment thereof and in addition thereto. 

Approved, July 1, 1919. 
| Effective, Sept. 29, 1919. 
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